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A CONTRIBUTION TO THE STUDY OF THE PHENOMENON 
OF RESISTANCE 


BY LUDWIG EIDELBERG, M. D. 


Study of the psychoanalytic literature shows that while some 
authors are interested chiefly in theoretical problems and others 
concentrate on clinical ones, there is a third group which tries to 
combine these approaches. The author of this paper regards him- 
self as belonging to this third group and will attempt to examine 
the phenomenon of resistance from the theoretical as well as from 
the clinical point of view. 

Before proceeding to examine this phenomenon, a few remarks 
on terminology appear necessary. By this means, it is proposed to 
avoid some of the misunderstandings which are caused by the fact 
that certain analytical terms are used in different ways by differ- 
ent authors. 

While some psychoanalysts use the term “resistance” for the 
power which interferes with the progress of psychoanalysis, others 
regard it as one example of a mechanism which also operates out- 
side psychoanalysis and keeps the unconscious parts of our per- 
sonality from becoming conscious. 

The writer belongs to the second group and shall, while concen- 
trating on the problem of resistance as encountered in the psycho- 
analytical treatment, describe it, not as an “artefact” produced by 
psychoanalysis, but as a mechanism functioning independently of 
this treatment. 

As already stated, resistance is a name for a power which keeps 
the unconscious part of our personality separated from the con- 
scious one. While we do not know exactly how the unconscious 
becomes conscious we assume that the derivatives of our uncon- 
scious instinct-fusions have a tendency to leave their hiding place, 
the id, and enter the ego to achieve discharge of their libidina! ten- 
sion. Here one must point out, however, that although it is true 
that the derivatives have to enter the ego in order to achieve dis- 
charge, the ego is no longer regarded as being identical with the 
conscious part of our personality. 

We owe to Freud the insight that part of our ego is unconscious 
(not merely subconscious). Therefore, in order to obtain a dis- 
charge, the derivatives of the id do not necessarily have to become 
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conscious, they may also free themselves from their charge through 
(or in) the unconscious part of the ego. 

We assume that the ego controls the entry of the derivatives of 
the id into its territory and tries to select among them the ones 
whose discharge promises the experience of pleasure or happi- 
* This function of the ego takes place with the help of the 
pleasure/unpleasure signal. Whenever discharge of an instinctual 
tension may lead to punishment from the external world or from 
the super-ego, the ego may block the entrance of impulses from the 
id. By this, it is meant that the ego tries to find an object which 
would not only serve instinct gratifications but produce pleasure, 
be accepted by the super-ego, and be permitted or be offered by 
the external world. The instinct satisfaction may—and often does 
—take place in spite of the objection of the super-ego and the pro- 
hibition of the external world. As a result of the former, the in- 
dividual must accept feelings of guilt, while the latter leads to ex- 
ternal conflicts and possible punishments. Although in that way 
the total amount of pleasure is diminished—or the pleasure gained 
is mixed with the unpleasure connected with the feelings of guilt 
and the persecutions by the external world—we find many indi- 
viduals accepting this solution. The psychoanalysis of such in- 
dividuals shows that they behave as they do because the super-ego 
(or the unconsciously provoked external world) objects to all 
forms of instinct satisfaction; or analysis shows that they are not 
aware that a modification of their aims or their objects may allow 
the experience of legitimate pleasure. In such cases, the objec- 
tions of the super-ego or the external world are often not properly 
realized, or their strength is underestimated. 


ness. 


As a result of unpleasure, caused, for instance, by hunger, the 
child may mobilize the wish to be fed again (sex instinet fusion). 
If this wish remains frustrated, he may change his passive wish 
into one in which he is partly active, and try to feed himself. In 
that way, he repeats what has happened and plays the role of 
mother and child at the same time. Finally he may develop the 
wish to play the role of mother and feed somebody else. 

In that way the repetition compulsion may lead to the mobiliza- 
tion of three kinds of wishes: (1) to be fed; (2) to feed himself; 
(3) to feed somebody else. Similarly the unpleasure due to in- 


*Eidelberg, Ludwig: In pursuit of happiness. Psychoan. Rev., 38:3. 
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creased aggressive tension may mobilize: (1) the wish to be forced; 
(2) to force himself; (3) to force somebody else. 

From an economical point of view the repetition compulsion 
leads to the discharge of the instinctual tension. In the case of 
tension of a sexual instinct, this discharge takes place by co-opera- 
tion between the object and subject, producing pleasure for both; 
while in case of aggressive-instinct tension it takes place by a fight 
between object and subject and gives pleasure only to the vietori- 
ous one. The defeated one is unable to discharge his aggression, 
and he experiences instead a narcissistic mortification, 

The repetition compulsion* may succeed or fail; failure is either 
‘caused by the lack of specific external objects which are needed for 
the restoration of the original equilibrium or by the tmability of 
the body to incorporate or eliminate certain metabolites. As a re- 
sult of such a failure the individual experiences unpleasure, and 
if this unpleasure continues, his suffering increases, and he may 
die. Lack of oxygen will cause death after a few minutes, lack of 
water a few days, lack of food may be sustained for a few months. 
It is not quite clear what would happen if the elimination of the 
sex hormones which also takes place without sexual intereourse, 
were to cease. The stoppage of elimination of urine and feces 
leads after some days to poisoning of the organism. 

When the infant actually experiences the pressure of unpleas- 
ure, he remembers the time when he was free of this tension. In 
other words he is able to re-create in his mind an experience which 
has already passed. Presently this past becomes the goal he wants 
to achieve in the future. If we describe the lack of oxygen, and the 
accumulation of carbon dioxide as responsible for the infant’s first 
unpleasure, the discovery of breathing then becomes his first ac- 
tivity in the struggle for life. Many analysts, however, prefer to 
describe hunger and thirst as the sources of the first unpleasure 
of the infant, because the act of breathing takes place by a reflex 
mechanism and rarely produces psychogenic derivatives. 

In order to restore the original equilibrium the human body uses 
either various forms of reflexes, or actions of the total personality. 
In many cases, there is a combination, for instance in the act of 
eating in which we select and prepare the food that after being 
introduced in the mouth is swallowed by the mechanism of a reflex. 


*Freud described the repetition compulsion as taking p!ace beyond the pleasure 
principle. 
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Psychoanalysis is specially interested in the study of mechan- 
isms serving the satisfaction of instincts by actions of the total per- 
sonality. In this study, one finds that the increased tension does 
not act as a specific stimulus which produces a reflex but that the 
presence of the stimulus is first recognized and, so to speak, regis- 
tered. In that way a need becomes conscious. In addition to the 
experience of the unpleasure of increased tension, and of the qual- 
ity of this tension (for instance, thirst), its quantity is recognized, 
the external object or objects which in the past were used for its 
satisfaction are recalled, the wish is mobilized; and, then, a plan 
of future satisfaction is conceived, the necessary object located, 
secured and eventually incorporated. 

If many objects are available, a selection of them takes place; if 
the object available appears too “expensive,” or if the super-ego 
objects to it, the act of satisfaction may be postponed until another 
object or another modus of action is found. Finally, however, the 
satisfaction must take place, with the total personality trying to 
establish optimal conditions for this satisfaction. 

The hunger and thirst of the infant are at first satisfied by the 
activity of its mother who feeds it. In that way, hunger and 
thirst are at first eliminated by action of the object; soon, however, 
the infant learns to suck, and acquires the first active satisfaction 
of his sexual instinct fusion. When mother’s help is delayed, the 
memory of his previous experiences, in which he was fed, fails to 
satisfy the infant. He recognizes that this memory and his wish 
to be fed do not always, or at once, produce mother, and he learns 
in that way that wishing does not eliminate the tension he is suf- 
fering from and that the act of sucking quenches his thirst only if 
the external object is available. 

The study of human beings shows that some are more, others 
less, active. It shows also that some use, rigidily, an active or a 
passive approach in connection with certain objects or under cer- 
tain conditions, whereas others change easily from activity to pas- 
sivity and vice versa. By being active one becomes, to a certain 
degree, independent of his objeet, or of the object that is willing 
to satisfy him. (If the wish is frustrated to find an object which 
wants to co-operate, one may instead discover one weak enough 
to be forced to give satisfaction.) 

The experience that wishing does not eliminate instinctual ten- 
sion is often referred to as a narcissistic mortification which the in- 
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fantile ego suffers from its id. The writer assumes, with Ferenczi, 
that the infant in utero, wishing (registering the need for addi- 
tional calories), was able to produce food from the blood of the 
mother. It appears that “wishing” represents the first active 
power of the ego. By wishing, the ego mobilizes the opposite in- 
stinet tension, changes an active aim into a passive one and with- 
draws the libido (or the destrudo) from the representations of ex- 
ternal objects or the total personality. 

This power, however, is not an unchecked one. To function prop- 
erly, the ego must try to achieve a compromise between the id and 
the super-ego. 

The recognition of the limitation of its power and of the im- 
portance of the time factor represents a proper step in develop- 
ing the controlling abilities of the ego. The repression of this 
recognition may lead to the formation of neurotic defense mechan- 
isms. In the case of a repression instead of a reasonable compro- 
mise, a fight develops among the ego, the id and the super-ego, as a 
result of which the ego is forced to accept the derivative from the 
id; and a “foreign body” is formed which contains the elements of 
the three foregoing parts of the personality. This “rape” of the 
ego by the id is often referred to as a narcissistic mortification. 
The ego avoids the recognition of a narcissistic mortification from 
the id by accepting one from the super-ego; or one from the super- 
ego, by accepting one from the id. In case the ego recognizes the 
derivatives from the id and arrives—as a result of a compromise 
of the total personality—at the conscious decision to be fed, the 
child tries to obtain his food by wishing. He will soon discover, 
however, that wishing does not satisfy his hunger. While his ego 
has a certain power over his own body through “wishing,” the 
child must change it to “acting” in order to influence the external 
world. Furthermore, as a result of his inability to satisfy his hun- 
ger by “wishing” to be fed, he will recognize that his own body 
(over which he has a limited power by “wishing”) cannot be used 
as food. The lack of power over the external world, if recognized, 
may lead to a suppression of the wish to be fed. As such a sup- 
pression (different from a repression) eliminates his unpleasure 
only for a time, he will try to mobilize his aggression to obtain 
food by wishing his mother to feed him in spite of her resistance. 
As this wish will also fail he will discover that motorie actions are 
necessary to satisfy his desires, and he will start to ery. If he 
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receives food as a result of his aggression, he will, in addition to 
sexual pleasure, experience also aggressive pleasure. In ease his 
erying fails to bring results, he may learn to wait and later call 
for mother and ask for food, and improve his adaptation to reality. 
If his failure is repressed, it may lead to a neurosis. 

If the mother forees the child to do what she wants, he will ex- 
perience an external narcissistic mortification as a result of which 
he may either mobilize his aggression and try to eliminate the nar- 
cissistic mortification he suffered by inflicting one upon his mother, 
or he may turn his aggression against the self and use the experi- 
ence of an external narcissistic mortification to build his super- 
ego. He may also decide in favor of a neurotic solution and deny 
this external narcissistic mortification by accepting a so-called in- 
ternal narcissistic mortification: “It is not true that I suffer be- 
cause | have no power over mother; the truth is that I suffer be- 
cause I have no power over my rage.” 


Schematically speaking, one may differentiate four methods of 
instinct satisfaction: (a) activity of the object (passive aim) ; (b) 
activity of object and subject; (¢) activity of the subject (active 


aim); (d) activity of subject able to overcome the resistance of 
object. In addition, one may separate instinct satisfaction in 
which the object, or part of it, is incorporated by the subject, or 
“receiving”; from another in which the subject, or part of it, is 
incorporated by the object, or “oiving.” 

According to Freud’s second instinct theory, there is differentia- 
tion between aggressive and sexual instinct fusions. Some psy- 
choanalysts assume that the aggressive and sexual instinct fusion 
is responsible at first for the act of elimination, while sexual in- 
stinct fusion leads to incorporation. However, this simple classi- 
fication becomes useless when the infant discovers that inecorpora- 
tion may satisfy his aggressive impulses if it takes place against 
the will of the object and that elimination may serve the satisfac- 
tion of sex impulses if it is accepted or wanted by the object. 

According to Freud’s economical hypothesis the charge of the 
instinct fusion is due to an energy called libido in sexual instinct 
fusions, destrudo* in aggressive instinct fusions. This libido or 
destrudo appears in the newhorn under the name of a primary 
narcissistic libido or destrudo. Later when the infant discovers 


*Freud never named the energy of the aggressive instinct fusions, the name 
‘«destrudo’’ was introduced by Edoardo Weiss. 
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the difference between his own body and the external world, a 
differentiation of the libido (or destrudo) takes place. The libido, 
which occupies the representations of our own body, is called nar- 
cissistie libido (destrudo) while the one which cathexes the repre- 
sentations of the external world is referred to as object libido 
(destrudo). According to this hypothesis we assume that by the 
activity of our own body (muscle, sense organs, mental apparatus, 
ete.) narcissistic libido or narcissistic destrudo is discharged, 
while the incorporation of external objects or elimination into the 
external world produces in addition a discharge of object libido or 
object destrudo. While object libido may change into narcissistic 
libido, object destrudo into narcissistic destrudo, and vice versa, it 
seems improbable that the total amount of our libido (destrudo) 
may become either narcissistic libido or object libido. It appears 
that such a change from one form of libido (destrudo) into others 
takes place within certain limits. We do not know whether the 
total amount of primary narcissistic libido (destrudo) is trans- 
formed into narcissistic libido and object libido. It may well be 
that a certain quantity of primary narcissistic libido (destrudo) 
remains unchanged in the adult. We know very little about the 


factors responsible for the change of narcissistie libido into object 
libido (destrudo). It seems probable that an external frustration 
may turn object libido into narcissistic libido while an internal 
frustration (for instance the inability to satisfy hunger by sucking 
the thumb) may stimulate the change of narcissistic libido into 
object libido (destrudo). 


The ego, while under an obligation to provide a certain amount 
of discharge of instinctual tension, appears to have the power to 
change, within certain limits, one form of libido into another. If 
the satisfaction of a certain wish is blocked, the energy of this wish 
nay either be transferred to another wish or transformed into 
narcissistic libido (turning against the self). Furthermore the 
ego may mobilize another wish representing the opposite instinet 
fusion. Under normal conditions this aetivity of the ego takes 
place on a conscious or subconscious level. Under traumatie con- 
ditions, however, part of the ego becomes unconscious and the dis- 
charge of instinct tensions and their control disappears behind the 
“iron curtain” of the system of the unconscious. 

It appears to the writer that, under traumatic conditions, when 
the ego, instead of rejecting an instinctual demand, prefers to use 
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the mechanism of repression, the energy of the repressed wish, 
instead of becoming a secondary narcissistic one, remains partly 
objective, and partly changes into a primary narcissistic one. In 
other words, by repressing a wish, one loses the ability to differ- 
entiate between outside and inside, love and hate, and regresses 
to the stage of infantile omnipotence. The presence of primary 
narcissistic libido in adults could either be due to the fact that only 
part of it has changed into object and narcissistie libido or could 
be the result of narcissistic or object libido having been trans- 
formed into primary narcissistic libido following a repression. 

The aggressive and sexual instinet fusions which, according to 
Freud, are the result of the mixture of two primary instincts (Eros 
and Thanatos) are referred to as “life instinets.” They both rep- 
resent the dynamic factor which helps to restore the basie equi- 
librium by incorporation or elimination of certain metabolites. In 
addition, some analysts recognize the so-called death instinets (con- 
trolled by the Nirvana principle) which try to restore the basic 
equilibrium by stopping or at least slowing down the processes of 
our body responsible for the elimination or the incorporation of 
metabolites. The wish to die may be described as a derivative of 
such instincts.* It seems as if the ego were able to achieve a kind 
of compromise between life and death instinets by its decision to 
sleep. In that way some of the body functions achieve a rest for 
a limited time, and the instinctual charge which has sunk below 
the threshold is restored. 

The first object relation of an infant is referred to as primary 
identification. At this stage, such a relation allows a discharge of 
primary narcissistic libido. Later, when the infant begins to differ- 
entiate between his body and the external object, the already-men- 
tioned change of primary narcissistie libido into object libido and 
narcissistic libido takes place. As a result, a relation to an ex- 
ternal object is established in which not only narcissistic (see- 
ondary) libido but also object libido is discharged. 

In most object relations the individual is trying to achieve two 
goals: (a) to possess the object or to be possessed by it; (b) to 
become similar to the object or to make the object similar to him- 
self. However, different individuals attach different charges to 
one of the two goals. In ease the former prevails, we speak of an 


*It seems that object libido or destrudo turned against the self represents the energy 
of these instincts. 
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object choice by anaclisis (Anlehnung), in the latter case, we refer 
to it as a narcissistic choice. 

The wish to become similar to the object or to make the object 
similar to the subject is satisfied by the mechanism of internal or 
external identification, and the energy discharged by this mech- 
anism is the narcissistie kind. 

The failure to possess the external object, or to be possessed by 
it, produces a damming up of object libido, whereas the failure to 
become similar to the object or to make the object similar to the 
subject leads to the damming up of narcissistie libido. 

While Freud first described the neurotic symptom of a conflict 
between the conscious and unconscious systems, he later introduced 
the so-called structural approach, in which this conflict takes place 
among id, ego and super-ego. Using this approach, one describes 
the various neurotic defense mechanisms as serving the discharge 
of instinct tension on an unconscious level, and understands that, 
not only the infantile wish, but also the defense against it remain 
unconscious. 

From the economical point of view, one assumes that the energy 
of the instincts is used to keep the repressed impulses from be- 
coming conscious. This aim is achieved by mobilization of the op- 
posite instinct fusion or by turning against the self. In other 
words, it is assumed that instinct fusions are mobilized by specific 
stimuli; (a) to restore the basic equilibrium of the metabolites; 
(b) to protect the ego under traumatic conditions from the con- 
scious experience of unpleasure. 

According to Freud the emotions originate in the ego; therefore, 
they cannot be described as being unconscious. However, some 
analysts suggest that emotions may be referred to as being un- 
conscious as long as they are placed in the unconscious part of the 
ego. It appears that the ego is able to block the entry of danger- 
ous id derivatives only for a certain time or within certain limits 
and that, if the tension increases, the ego is no longer able to keep 
its gates closed. It then surrenders some of its territory, and the 
unconscious part of the ego is thus created. It seems that the un- 
conscious part of the ego, while still interested in controlling the 
discharge of the id derivatives, acts on an unconscious level by a 
secret pact between the id and the super-ego. The result of such a 
compromise is a neurotic defense mechanism which in turn is re- 
sponsible for the formation of a neurotic symptom. 
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Under normal conditions, the mobilization of the opposite in- 
stinct fusion and the turning against the self (instinct vicissitudes ) 
take place on a conscious level and represent a conscious attempt 
to find a harmonious solution in which the id, ego, super-ego and 
the external world are represented. Under traumatic conditions, 
the mobilization of the opposite instinct fusion and the turning 
against the self appear to take place to keep the dangerous im- 
pulses from becoming conscious. 

The power responsible for this aim of keeping the repressed 
contents from becoming conscious is ealled “resistance.” 


This resistance can be approached and studied from many 
points of view. Using a phenomenological approach, for instance, 
one may differentiate between resistance which appears as a pro- 


longed silence, from another in which the patient talks without 
interruption and becomes indignant whenever the analyst tries to 
inake comments. 

From an economical point of view, one may separate resistance 
phenomena which show the presence of aggressive energy from 
others in which sexual energy is used to block the analytical work. 
From a systematic point of view, one may differentiate between 
conscious and unconscious resistance. All such classifications ap- 
pear to be valuable as long as they are based on concrete clinical 
examples, and as long as the method used is logically correct. On 
the other hand, a filing system in which resistance that uses silence 
for its expression is separated from another one which contains 
aggression, must lead to confusion because silence may be due to 
aggressive as well as to sexual impulses. 

In this paper there will be an attempt to deseribe resistance as 
containing elements of id, ego, super-ego and the external world. 

At this point, we may now interrupt the theoretical discussion 
to present four examples of resistance as encountered in the analy- 
sis of four patients: 

Patient A 

This patient came to analysis after having been analyzed previ- 
ously by three other analysts. He suffered from many character 
difficulties which made his life extremely difficult. However, he 
was able to work, and he succeeded in establishing sexual relations 
of a permanent nature. For him, psychoanalysis meant freedom 
to say whatever passed through his mind, and he thought that in 
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doing this he would finally become cured. Although he had used 
this method for many years without noticing any improvement, he 
was prepared to continue until the bitter end. While other patients 
object energetically to the basic rule of free associations, and use 
all kind of arguments, this patient liked nothing better than the 
opportunity to talk without pause, without having to listen to 
somebody else and without accepting the responsibility for what 
he said. He refused to believe that, to be cured, he must try to 
face and to understand the material he produced, that lying on the 
couch and talking were not magical procedures to destroy his 
neurosis, 

In that way, his resistance seemed to represent the urge of the 
id to obtain a discharge of his instinctual tension by incessant talk- 
ing. He wanted to be analyzed, not to be cured, but to have a legiti- 
mate excuse for satisfying his needs without assuming responsi- 
bility for them. Ile was willing to pay the analyst and to continue 
to suffer from his symptoms for the permission to indulge in his 
oral gratification. Only after the patient began to understand that 
the writer was not to be bribed into becoming a silent partner in 
this infantile form of instinctual gratification, was he willing to 
examine his behavior. Many sessions were necessary to get the 
patient to admit that his talk was not an ideal example of accept- 
ance of psychoanalysis but represented an unconscious gratifica- 
tion of his infantile wishes. Finally, after he began to be inter- 
ested in finding out what he was trying to satisfy, it was possible 


to obtain some insight into the unconscious meaning of his log- 
orrhea. As a result of the interpretation of his dreams and his 
parapraxes, it finally became evident that his talk represented a 
satisfaction of his unconscious desire to suck the breasts of his 
mother. Now, the writer began to understand why the patient re- 
ferred to him as “the so-called male analyst” and wanted to suck 
his “male” penis. 


A deeper examination of the unconscious meaning of Patient 
A.’s “obedience” disclosed that it also represented a satisfaction 
of a hostile wish to destroy the analyst by devouring him. Both 
desires were unconscious, and both were connected with the pre- 
Oedipal mother. Furthermore, the endless talk which led to no 
improvement of the patient’s condition represented a satisfaction 
of his need to be punished by his super-ego, At the same time, by 
refusing to listen to, or by being unable to hear the writer, he was 
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showing his contempt for the analyst as the representative of the 
external world. 

For a long time he refused to face what he was saying, because 
he was afraid that after understanding it he would have to remain 
silent. As long as he was able to treat his words as “free associa- 
tions,” as long as he believed that analysis is in favor of curing 
patients by allowing them this kind of gratification, he had to re- 
frain from becoming interested in the unconscious meaning of his 
behavior. In other words his resistance against analysis of the 


meaning of his performance was caused by the fear that the recog- 


nition of its meaning would force him to give up his satisfaction. 

The act of consciousness was blocked to prevent the disclosure of 
a secret deal between the id, which was interested in the discharge 
of instinct tension and the unconscious part of his ego, which was 
prepared to grant this discharge under the condition that it should 
remain unknown to the conscious part of his ego. 

In his resistance to psychoanalysis, the patient insisted that he 
was obeving the analytical rule, denied that his “obedience” repre- 
sented an instinct satisfaction, and denied that he was afraid to 
admit it. The analyst had to prove to him, first, that he enjoyed 
talking, second, that he was afraid to admit it. In spite of the fact 
that the patient’s endless talk served the satisfaction of the in- 
stinctual impulses, gratified the controlling tendencies of the ego, 
the demands of the super-ego and the external world, he appeared 
full of tension. This was not to be explained by an extraordinary 
quantity of his instinct tension, but by the recognition that his 
method served not only a satisfaction but also represented a frus- 
tration of his instincts. Talking meant not only, “I love, hate, 
suck and swallow my mother,” but also, “It is not true that I have 
such cannibalistic desires, the truth is that I am sincerely inter- 
ested in being cured by my doctor.” 

Using a metapsychological terminology, the presence of satis- 
faction and frustration can be explained as follows: While a nor- 
mal person in talking and listening, uses his own body to discharge 
narcissistic libido (destrudo), and the bodies of other people to 
discharge object libido (destrudo), this patient tried to use the 
analyst for the discharge of his narcissistic libido by feeling the 
analyst’s feelings directly, while his mouth and tongue attempted 
to get rid of object libido by imagining unconsciously that the 
words he spoke represented part of the analyst’s body. However, 
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while trying to quote the therapist, he often expressed ideas 
opposite to what the writer had said. 

As a result of this behavior, only a partial discharge of his 
libidinal tension was possible. Such a partial discharge may, under 
normal conditions, take place if the individual attempts to satisfy 
his wishes by means of fantasy. In that way, he may achieve a 
certain amount of forepleasure but will never achieve full satis- 
faction (end pleasure). 

Under normal conditions, the individual is aware of the limita- 
tions of his fantasy and will, therefore, turn to an external object 
for a complete discharge, whereas, under pathological conditions, 
this insight and the full satisfaction of his instincts remain missing. 

In this latter way, Patient A.’s conscious, friendly talk served 
the satisfaction and the rejection of unconscious sex and aggressive 
impulses. 

His defense mechanism was used not only to keep those impulses 
unconscious, but in addition served also to conceal from him the 
fact that he had no power over the external world. From the point 
of view of his total personality, he was unaware of the limitations 
of his power over other people. He was shocked and very angry 
if somebody kept him waiting for a few minutes, or when his boss 
was not very friendly or when the analyst remained detached in- 
stead of showing him that he admired and loved him. During his 
analysis, the writer had to point out continually to him that his 
anger in connection with such happenings—in which other people 
did not show enough respect for him—was caused by his conviction 
that they were completely dependent on him. Of this he was un- 
aware; instead, he suffered from a constant fear that his boss 
would fire him. This conscious fear of what others would do to 
him served to hide the fear of his own impulses and his inability 
to control them. 

His fear of losing his job, which he had held for many years, 
was, according to the patient, due first, to his inability to find an- 
other one and, second, to the relatively small amount of money he 
had saved. He kept his savings (about $20,000) in a checking ae- 
count. When asked by the writer why he didn’t try to get some 
interest on his capital, the patient explained that he was afraid of 
losing his money if he tried to do so. After many discussions, it 
was finally agreed that a savings account in a savings bank, being 
protected by a federal guaranty, was at least as safe as a checking 
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account and would pay some interest. Although the patient was 
quick to find out how much money he had already lost by not hav- 
ing used savings accounts, he was unwilling to transfer his money 
to a savings bank. 


The analysis of his reluctance to receive interest on his savings 


showed that, by keeping the money in a checking account, he was 
able to satisfy an aggressive and exhibitionistie wish: He had the 
idea that the bank clerk (with whom he had had a fight some 15 
vears before), while going over his account, would be amazed and 
envious because the patient was not concerned about getting inter- 
est. Simultaneously, his attitude represented a punishment from 
his super-ego and the external world, and a discharge of the activi- 
ties of the unconscious part of the ego which succeeded in arrang- 
ing this deal and keeping it secret from the conscious part of his 
personality. 


Patient B 


This patient started treatment because of ejaculatio precox; 
soon, however, it became obvious that, in addition to this symptom, 
he had many neurotic character difficulties, caused by unconscious 
anal ambivalence. 

His form of resistance, during the opening period of treatment, 
may be described as follows: Although consciously he wanted to do 
whatever was required from him, and had full confidence in his 
psychoanalyst, it was extremely difficult for him to relax, to open 
up, and to give up such self-critical comments as “this is stupid; 
this will not interest you. As long as he had to describe his daily 
work, or his experiences with women, he did not do too badly, but 
it was impossible for him to express any emotion during his ses- 
sions. Only occasionally, in connection with some of his fights with 
members of his family, would he appear excited; but he never felt 
any kind of negative or positive emotion for the analyst. To be 
sure, he was prepared to admit that after so many months of mu- 
tual work, in which he not only narrated his intimate conflicts, but 
also received polite but severe criticism of his behavior, he should 
have established some kind of emotional relation to the writer. 
Finally he accepted the suggestion that such a complete lack of 
emotion could be considered a mask for an emotion he was afraid 
to face. 
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The material gained by this approach may be summed up thus: 
The id wish responsible for his resistance appeared to be a latent 
homosexual one. As a result of his identification with the Oedipal 
mother, the patient wanted to play the feminine role, this wish was 
kept repressed by mobilization of an aggressive wish, with the aim 
to defy his father. He was neither aware of the positive, nor of 
the defiant feelings he had. 

A lack of progress in his treatment (as in Case A) represented 
the punishment of the super-ego. Patient B.’s endurance of the 
writer’s criticisms showed how much punishment from the external 
world he was prepared to accept and provoke. A good example of 
his unconscious provocation runs as followed: A client whom he 
represented had deposited part of his fees at the bank of the pa- 
tient. One day he was notified that his client had died, and his 
widow asked him to free part of the deposit. The patient, instead 
of accepting this suggestion, told the bank to return the whole de- 
posit to the widow, sent her at the same time a reduced bill for his 
work, and was very much surprised when the widow didn’t pay it. 

His lack of progress, his inability to experience emotions in the 
analytical situation, represented an unconscious provocation to the 
writer to give up his treatment and send him away. 

As far as his ego was concerned, he had accepted the tyranny of 
his over-severe super-ego, in order to be protected from his id. 

From the point of view of his total personality, he settled for 
the playing of the role of an obedient son who has no choice but to 
give in. He was not aware that he used external authorities at 
his convenience, accepted their orders only when he wanted to, and 
often defied them. He was not aware that his fears of the father’s 
representatives were used to hide the fear from his own impulses 
and his inability to control them. His inability to control himself 
and work out a reasonable compromise was hidden behind his 
complaint that he could not deal satisfactorily with external 
objects. 


Patient C 


This patient started his analysis because of a depression, but he 
realized after a few months that, in addition to this symptom, he 
had many neurotic character difficulties which contributed to his 
unhappiness. 

During his treatment, one of his favorite forms of resistance 
was to repeat that he would never be cured because he was too 
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stupid to profit by psychoanalysis. At first, the writer had to 
prove to him that he was not so stupid as he thought. In other 
words, the patient had to recognize that his repetitious, “I don’t 
understand, I don’t remember,” and, “I hate myself,” were not the 
results of his inability to cope with his lack of understanding and 
were not the results of self-contempt but represented the denial of 
his contempt for the therapist. After he had recognized his hate 
for the analyst, he started to blame him for his lack of progress in 
analysis. However, after some of his symptoms had disappeared, 
he had to admit that his dislike had some unconscious reasons and 
was not due to the writer’s failure as a therapist. Furthermore, 
the writer reminded him that he had already begun to complain 
about the lack of progress in his second session, although he knew 
that his analysis would require many years. He defended his hos- 
tility by saying: “Obviously, I cannot like a man who takes away 
my money”; but he had to acknowledge that he didn’t dislike his 
tailor, or his barber or his dentist, although they too took his 
money away. ‘To make the point clear, the writer asked him 
whether he would consider being analyzed free of charge and 
whether he thought that, if that were done, his dislike for the ana- 
lyst would disappear. The patient (a well-to-do man), energeti- 
eally rejected this suggestion and recognized in this connection 
that he would keep disliking the analyst independently of what- 
ever the latter might do. After he gained this insight he began to 
understand that his dislike protected him from the fear of being 
disliked by the analyst. He then started to accuse the writer of 
being full of scorn and contempt for him. While he was willing to 
admit that he deserved the scorn, he felt free to resent it and to 
hate the writer for despising him. However, he was, at first un- 
willing to examine the contents of his accusations and to explain 
how he had arrived at the conclusion that the writer hated him. 
When this accusation finally was exposed as being a projection, his 
resistance became analyzable. Its structure may be described as 
follows: Like Patient B., this patient too had developed a negative 
Oedipus complex; and the id wish responsible for his resistance 
Was a passive feminine desire for his father. ‘To keep this sexual 
wish from becoming conscious, he mobilized an aggressive one, 
which was kept unconscious too by turning it against the self and 
projecting it on the writer. In that way, he changed, “I love you,” 
into, “I hate you,” and then into “TI hate myself,” and finally, “You 
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hate me.” While the aggressive feeling was used to keep the sexual 
one from becoming conscious, the turning from activity into pas- 
sivity (“I hate,” into, “I am being hated,” and, “He hates me”) 
served as a mask to hide from him his weakness as far as the 
control of his own emotions was concerned. 


Patient D 


This patient, too, suffered from depression when she started her 
analytical treatment, in the beginning of which she showed the fol- 
lowing form of resistance: She resented talking or even coming to 
the doctor’s office because she didn’t believe that psychoanalysis 
would help her. She was too sick and too stupid to benefit from the 
treatment and she was convinced that the analyst would send her 
away after a few weeks. Her analysis started to move when she 
transferred part of her aggression to the analyst and became 
aware of how much she disliked him. As is so often the case, some 
of her complaints were partly justified. At first, she had to wait 
a few weeks before the writer could take her on. She also disliked 
red-haired men and found it very difficult to bring up this matter 
and to believe that the writer was not offended by ner comments 
on his hair. The chief reason for her hatred was, however, her 
fear that the analyst might want to seduce her. Her conscious hos- 
tility was used to conceal from her, her fear of being disliked. This 
passive-aggressive wish was in turn mobilized to keep her sexnal 
desires repressed. In other words, in her resistance, she repeated 
an infantile scene with her father in which she wanted to be se- 
duced by him. This passive sexual wish was blocked by the mobili- 
zation of the passive-aggressive one: “I want him to hate me.” 
Presently the passive-aggressive wish was changed into an active 
one. 

By hating the analyst and stressing her own inability to control 
her hatred she was trying to deny that she was afraid of being un- 
able to control his hatred. Her conscious fear of being seduced 
by the writer was based on previous experiences in which some 
older men had actually tried to seduce her. She was not aware 
that she, herself, unconsciously provoked their advances. The fact 
that the writer did not try to seduce her, helped her to overcome 
this fear. Not being able to hate the writer because he wanted to 
seduce her, she started to hate him because he rejected her. Both 
accusations were finally recognized as projections; and as a result 











194 THE PHENOMENON OF RESISTANCE 


of this recognition, her depression increased. Instead of hating 
the analyst because he wanted to make love to her or because he 
rejected her, she began to hate herself because of her sexual prom- 
iscuity and her conviction of being repulsive. Her inability to dif- 
ferentiate between her own wishes and the wishes of others was 
caused by the fact that her repressed wishes, after being turned 
against herself, kept their original object-libidinal charge. The pa- 
tient experienced her own hatred as the analyst’s; on the other 
hand, she hated herself as if she were hating somebody else. 

To deal successfully with others and ourselves, we must use ob- 
ject libido for cathexis of object representatives and narcissistic 
libido for cathexis of the representatives of our bodies. As a re- 
sult of repression, a regression of libido takes place, and we try 
to discharge primary narcissistic and secondary narcissistic libido 
by the use of external objects—and primary narcissistic and object 
libido by use of our own bodies. As a result of such “confusion,” 
the discharge cannot he accomplished, and this leads to the further 
damming up of instinctual tension. 

Her own hostility turned against her because its energy had re- 


mained primary narcissistic and objective instead of being turned 
into secondary narcissistic libido, and was felt by her as if it had 
originated outside; at the same time, she tried to discharge pri- 
mary and secondary narcissistic libido, not through her own body, 
but by treating the writer as if he were part of her. 


Her depression began to disappear only after she had reeog- 
nized that her accusations against the analyst, like the accu- 
sations against herself, were based on repressed experiences from 
her childhood. Instead of punishing others or herself, and con- 
tinuing to satisfy her infantile impulses on an unconscious level, 
she had to learn to face them and to reject them. 


One may now compare the four examples* described: Obvi- 
ously they do not represent the analytical case histories of these 
four patients, but they are used to illustrate the highlights of a 
certain form of resistance encountered in each case. This resist- 
ance was overcome after the analyst had succeeded in finding its 

*Their description is brief because we omitted, first, data which having been published 


before are well known to most psychoanalysts; second, there is omission of factors not 
seen and of those seen and not understood sufficiently to risk their presentation. 
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unconscious meaning, not only from the point of view of the id but 
also from those of the ego, super-ego and the external world. 

A comparative study of all four examples shows that in all of 
them the original id wish was kept unconscious: (1) by the mobili- 
zation of the opposite instinct fusion; (2) by turning the instinct 
fusion against the self. 

In all four cases, resistance served for satisfaction and frustra- 
tion of repressed infantile wishes. This simultaneous acceptance 
and rejection of the id derivatives is explained by the assumption 
that : (1) The mobilization of the opposite instinct fusion is not 
accomplished by the withdrawal of the energy of the original in- 
stinct fusion; (2) external objects are used for the discharge of 
narcissistic libido while the body itself is used for the discharge 
of object libido (destrudo); (3) by partial regression to primary 
narcissism. As the result of the attempted simultaneous discharge 
of libido and destrudo—of object libido instead of narcissistic li- 
bido and vice versa—and of inability to separate wish from action, 
the instinct tension cannot be fully discharged. While this partial 
satisfaction and frustration takes place the conscious part of the 
personality is completely unaware of what goes on. In that way, 
one arrives at the conclusion that the neurotic defense mechanism, 
while representing a compromise among id, ego, super-ego and the 
external world, is unable to give full satisfaction. Instead it is 
merely able to protect the conscious part of the personality from 
realizing what is going on. 

In all four cases, one finds that the resistance contains the mech- 
anisms of regression, repression, unconscious provocation, projec- 
tion and introjection. 

While patients A. and B. described the feelings they had as a 
result of the writer’s feelings; Patients C. and D., while projecting 
some of their feelings on the writer, blamed themselves for their 
presence. While Patients A. and B. were unwilling to admit that 
the defeats they were suffering from were self-provoked, Patients 
C. and D. accused themselves of being responsible for the treat- 
ment they got. All four were unable to differentiate (in their re- 
sistance) between wish and action. “TI want to love or to be loved, 
to hate or to be hated,” meant to them, “I love, I am being loved, 
I hate and I am being hated.” 

In order to eliminate the resistance of Patient A., the writer first 
had to make him recognize that his endless talk didn’t represent a 
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reasonable acceptance of the basic analytical rules, but was a “for- 


eign body,” a result of an unconscious fight among his id, ego and 


super-ego. To be cured, he had to admit that his behavior in analy- 
sis was not the result of a decision of his conscious personality but 
represented a narcissistic mortification, from his unconscious, 
which he was trying to deny. In that way, his resistance, which 
at first was unconscious, became conscious. 

He had to accept for a time the limitation of the power of his 
total personality and instead of saving: “I talk because you want 
me to do it,” had to admit that he was unable to control his endless 
talk. Instead of denying the internal narcissistic mortification by 
accepting an imaginary one from the external world, he had to face 
the true limitation of his power. 

The deeper analysis of his resistance disclosed that this resist- 
ance represented a denial of his ego’s inability to control his id’s 
needs to devour his mother (this patient was never hungry; in- 
stead, he became furious). 

In that way, he was unconsciously saying: “It is not true that I 
cannot control my urge for food; the truth is that I cannot resist 
the order of my super-ego to talk instead of biting.” 

Patient B. tried to achieve the same result by refusing to relax 
and show his emotions in his analysis. To be cured he had to 
recognize that this lack of emotions was not due to the decision of 
his conscious personality to deal in a scientifie way with his prob- 
lems, but was caused by his inability to control his detached atti- 
tude and relax. 

After he had accepted this internal narcissistic mortification, it 
was possible to see how his ego had succeeded in denying the nar- 
cissistie mortification from his id: “It is not true that I am unable 
to eliminate my wish to be loved by my super-ego, the truth is that 
I have no emotional needs whatsoever.” 

To eliminate the resistance in Case C., expressed by the patient’s 
self-contempt, C. had to admit that the turning of his hostility 
against him meant: “It is not true that I am unable to hate and de- 
stroy vou, the truth is that I am only interested in destroying my- 
self and am able to do it.” In that way the external narcissistic 
mortification caused by his lack of power over the analyst was 
hidden by his imaginary lack of power over his own self-contempt 
(internal narcissistic mortification), 
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In addition, C.’s inability to control his hate against the writer 
protected him from recognizing that he had no power over the 
writer’s feelings for him. Later, after his accusations that the 
writer hated him were exposed as a projection, he had to admit that 
his fear represented a denial of his total personality to control his 
hatred for the writer. 

A deeper analysis of his self-contempt showed that it was a re- 
sult of a fight among id, ego and super-ego, and represented a 
denial of the inability of his ego to force his super-ego to love him. 
Instead, he accepted the narcissistic mortification from the id: “I 
‘an’t help it, I must hate myself.” 

In Case D., the analyst had to show the patient, in order to elim- 
inate her resistance, that her pessimistic approach to psychoanaly- 
sis represented not only aggression against herself but also ag- 
gression against the analyst. She had to recognize that her hate 
for herself was used to deny her fear of being hated by the analyst. 
In that way she accepted an internal narcissistic mortification: “I 
cannot stop disliking myself,” in order to deny an imaginary nar- 
cissistic mortification from the external world, “I cannot prevent 
him from rejecting me.” Deeper analysis disclosed that she hated 
herself in order to deny the inability of her ego to control her 
super-ego and carried out this denial by the acceptance of a defeat 
from the id: “It is not true that my super-ego rejects me, the truth 
is that I reject myself.” 

In projection and introjection, the patient discharges his in- 
stinctual tension against himself. In projection the conscious part 
of the patient is attacked by the unconscious; in introjection the 
conscious part attacks another part of the patient, which repre- 
sents unconsciously an external object. 

In projection, an external object is used to hide a part of the pa- 
tient; in introjection, part of the patient is used for a mask of an 
external object. In projection, the patient denies that he is dis- 
charging his instinctual energy—in introjection he denies that he 
is interested in an external object. Projections which allow the 
patient to blame others for feelings he has, and introjections which 
make him regard actions of others as if they were caused by him, 
appear to be possible, because, as the result of repression, he tries 
to discharge narcissistic libido with the help of an external object, 
and discharge object libido by using his own body. 
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In that way, projection and introjection may be described as es- 
‘apes from one confusion to another, caused by lack of differentia- 
tion between the inside and the external worlds. 


The use of primary narcissistic or object libido, while dealing 
with one’s own body (for instance, secretion of digestive juice in 


an empty stomach) and the use of primary and secondary narcis- 
sistie libido in dealing with external objects (for instance, trying 
to understand others, not by listening to what they say, or watch- 
ing what they do, but by feeling their feelings “directly”), must 
lead to failure. 

From a quantitative point of view, while not being able to meas- 
ure the amounts of energy representing the id, ego, super-ego and 
external world, the writer has the impression that they were not 
equal. In Case A., the greatest obstacle against the translation of 
the unconscious material was the patient’s urge to keep on dis- 
charging his instinctual tension by uninterrupted talk. In Case B., 
the main difficulty was his intolerance for any emotion and his in- 
sistence on remaining reasonable and detached in the analytical sit- 
uation. In Case C., the chief problem was the patient’s over-severe 
super-ego, which he acquired by introjection of the super-ego of 
his mother. He resented psychoanalysis because he was afraid of 
his emotions, especially of love, and he used his super-ego to pro- 
tect himself from recognizing them. He did not want to be cured 
because he unconsciously regarded his illness as a punishment he 
deserved. In Case D., the resistance of the patient started to 
crumble when she recognized that she was wrong in believing that 
everybody, including her analyst, despised her, and that all men 
wanted to seduce her. 

As an explanation of this unequal distribution of energy in the 
formation of resistance, one may either search for certain infan- 
tile experiences to be held responsible for it, or one may, with the 
help of Freud’s paper “On Libidinal Types” regard it as being 
caused by constitutional factors. 

On the basis of material gained in these and other eases, the 
writer has the impression that this unequal distribution of 
libido (destrudo) is inherited; and he assumes that, in addi- 
tion to the three pure types described by Freud, a fourth one 
could be accepted. The fourth type, in which the greatest amount 
of instinctual energy is attached to the representatives of the ex- 
ternal world, could be located among normal and pathological in- 
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dividuals. Phenomenologically speaking, a representative of such 
a type would be chiefly interested in the external world. If nor- 
mal, he would need more external objects than the erotic, narcis- 
sistic or obsessional type; if sick, he would use neurotie defense 
mechanisms in which denial of the external world would be of 
chief importance. Like the three original types of Freud, this 
type would rarely appear in its pure form. 

As the experiences on which this suggestion is based are still 
limited, the writer prefers, for the time being, to refrain from of- 
fering a name for this hypothetical libidinal type. 

In concluding this paper, the writer would like to add a few theo- 
retical remarks. Most psychoanalysts agree that repression takes 
place on an unconscious level; it is not clear, however, how this is 
accomplished, and how the “iron curtain” separating the uncon- 
scious part of the ego from the conscious ego is established. 

While it is generally accepted that the ego is able to control the 
id by mobilizing the so-called opposite instinct fusion, or by turn- 
ing the instinct fusion against the self, it is not clear what makes 
the difference between a normal and a neurotic use of these two 
mechanisms. 

One assumes that the derivatives of the id become conscious if 
their energy cannot be discharged without a co-ordinated action 
of the total personality. In other words, the writer thinks that the 
act of consciousness takes place whenever an unconscious dis- 
charge of instinct tension becomes impossible. Here, the act of 
consciousness represents an improvement in the method of dis- 
charge of instinct tension and takes place in order to achieve such 
a discharge. If this statement is correct, then any inhibition of 
the act of consciousness would prevent or delay instinct satis- 
faction and would be used whenever the instinct satisfaction be- 
‘ame dangerous. One could then arrive at the conclusion that the 
inhibition of the act of consciousness takes place to prevent in- 
stinctual discharge, if this discharge represents a threat to the in- 
dividual. Before accepting this statement, one must remember, 
however, that the act of consciousness, while serving or facili- 
tating the discharge of instinct tension is not identical with the 
act of discharge. After the unconscious derivatives become 
conscious, the individual is free to decide whether a discharge 
should or should not take place. In other words, the instinctual 
discharge can be stopped in spite of the fact that the tension has 
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become conscious (condemnation—Verurteilung). Therefore, the 
assumption that the inhibition of the act of consciousness takes 
place in order to prevent such a discharge is incorrect. Further- 
more, it is well known that an instinctual discharge may take place 
without the fact becoming conscious and that, under certain condi- 
tions, the act of consciousness may lead to a conscious repudia- 
tion of a previous unconscious discharge. In other words the act 
of consciousness may be used to facilitate or to prevent an in- 
stinctual discharge on a level on which the individual is aware 
of what takes place. 

What are the advantages of an instinctual discharge being 
stopped or taking place on a conscious level as compared to the 
unconscious one? Finding an object, the selection of time and 
means, the “aim” for which the satisfaction takes place, the co- 
ordination of the actions required, the utilization of memories of 
former satisfactions, and the anticipation of future satisfactions 
are characteristics of activities on the conscious level. On the 
other hand, an unconscious discharge or inhibition will take piace 
without the benefit of these elements. 

In comparing the conscious and unconscious methods leading 
to instinct satisfaction, it is necessary to remember that the act 
of consciousness is not a pure intellectual process but that it often 
contains in addition the emotional sensation of pleasure or un- 
pleasure. The unpleasure is, first, a signal, waking up the indi- 
vidual and informing him that his instinets require a discharge; 
second, it is an emotion he experiences when he remembers previ- 
ous frustrations and anticipates new ones. If he is able to find the 
external object necessary for his instinct satisfaction, his unpleas- 
ure will be of short duration. If, however, an external object is 
not available and an instinctual discharge is impossible (even if 
he modifies his aims in accordance with the external reality), the 
act of consciousness seems to have no advantages whatsoever. 
Therefore it appears that under such conditions the act of econ- 
sciousness will lead only to the experience of unpleasure and will, 
therefore, be avoided. 

As long as there is a possibility of satisfying our instinets by 
modifying their aims or changing our external objects, it “pays” 
to use the act of consciousness for the selection, guidance and 
control of our impulses. If, however, a modification of our aims 
or change of the external objects cannot give instinct satisfaction, 
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we may use the mechanism of suppression by which, for a time, a 
conscious elimination of the unpleasure takes place. As a result, 
the knowledge of the presence of certain emotions, ideas and sense 
organ perceptions is avoided. However, this relief is temporary 
in nature. From the psychoanalytic point of view the mechanism 
of suppression has to be differentiated from that of repression. In 
the latter, the conscious personality is not aware that certain data 
are being eliminated from the conscious, and it is unable to control 
this process. It appears as if suppression were the act of the con- 
scious part of the ego, repression an act invoked by the uncon- 
scious part. In that way, unpleasure is not only being avoided, but 
the recognition that something has to be avoided is kept away from 
the ego. 

According to Freud, the ego has the power to avoid the unpleas- 
ure connected with the consciousness of the needs of the id, the 
admonitions and prohibitions from the super-ego and the de- 
mands from the external world—by withdrawing the energy at- 
tached to the unpleasure-producing representatives. This is 
achieved under normal conditions by the mechanism of suppression 
which, because it takes place on a conscious level, remains re- 
versible. 

However, while in the case of suppression the libido (destrudo) 
is transferred from the unpleasure-producing representatives to 
others which promise pleasure, in the case of repression such a 
transfer of libido does not take place. On the contrary, clinical 
experience seems to show that the repressed impulses have re- 
tained their libidinal charge. This leads to questions about the 
method that allows the neurotic defense mechanism to keep highly- 
charged derivatives from becoming conscious. 

The energy of the instincts used by the neurotic defense mechan- 
isms as contracathexes is employed to keep the energy of the re- 
pressed wish from becoming conscious, but it is not quite clear 
why the energy used for the purpose of defense remains uncon- 
scious too. It seems that in order to understand the “iron ecur- 
tain” separating the conscious part of our ego from the uncon- 
scious, one has to look for a dynamie factor. 


Some of the psychoanalysts who have accepted Freud’s concept 
of death wishes regard death wish activities as being responsible 
for this split of the ego. These so-called death instincts are, under 
normal conditions, mobilized whenever instinctual tension drops 
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below the threshold of consciousness. They may also be mobilized, 
in spite of the instinctual tension being above the threshold, pro- 
vided the life instincts are unable to cope with it. If the mobiliza- 
tion of these life instincts (sexual and aggressive instinct fusions) 
fails to free the individual from the increased tension, the mobili- 
zation of death instincts produces an escape from the suffering 
connected with the realization of such a failure. As very little is 
known about the nature of these death instincts, we have to be sat- 
isfied with the assumption that they are able to decrease the irrita- 
bilitv* of certain vital organs, producing a kind of paralysis of 
their functions. 

The recognition that this mobilization of these death instinets— 
with the resulting dysfunction of certain organs—although “his- 
torically” understandable is no longer necessary, helps the patient 
to re-examine the original repression and to face the problems 
which appeared unconquerable in the past but can be mastered in 
the present. 


The survey of the psychoanalytic literature shows that some 
analytic authors assume that the so-called death instincts (not the 
pure death instinct, Thanatos, which according to Freud is silent) 


are present in the neurotic defense mechanisms. Under the name 
of death instinets, they describe all the impulses which, instead of 
being directed toward the external world, are turned against the 
self. This is especially clear in the case of the aggressive instinct 
fusion. But even in certain examples of self-love in which the in- 
dividual gives up all external objects and concentrates his whole 
libido on himself, final destruction of such an individual takes 
place. From an economical point of view, many psychoanalysts 
assume that when the instincts are turned against the self as a re- 
sult of a neurotic defense mechanism the object libido (destrudo) 
does not change to narcissistic libido (destrudo). Instead, part of 
this energy regresses to the primary narcissistic level, part re- 
mains objective. As the word “libido” represents an explanatory 
and not a descriptive term (erklaerende und beschreibende Be- 
griffe) its presence cannot be perceived by our sense organs. Its 
recognition depends, therefore, upon our impression as to whether 
it is helpful in filing the material collected in analyzing patients. 

Most psychoanalysts agree that the study of the various neurotic 
defense mechanisms shows that the patient treats an external ob- 


‘Similarly to the functioning of certain drugs. 
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ject as if it were part of his own body and his own body as if it 
were an external object. Metapsychologically, this is expressed as 
follows: The representatives of our body are cathected by object 
libido (destrudo), the representatives of external objects are ca- 
theeted by narcissistic libido (destrudo). 

Having presented such an involved interpretation of resistance, 
one is apt to anticipate being questioned as to whether a simpler 
explanation of the unconscious meaning of resistance would not 
have achieved the same therapeutic result. 

While most psychoanalysts agree that the patient, to overcome 
resistance, must recognize intellectually and emotionally its un- 
conscious meaning, many (including the author of this paper) will 
point out that they have succeeded in eliminating the resistance of 
the patients they cured by using a much simpler presentation. 

As Glover has shown, a patient’s resistance may disappear after 
a partial interpretation of its meaning; and whenever this takes 
place, one may be satisfied with the results achieved and refrain 
from trying to dig up additional material. As a matter of facet, 
one doubts very much whether a complete interpretation of the un- 
conscious meaning of a phenomenon exists in practice. It seems 
to the writer that, in most cases, patients become cured as a result 
of a partial interpretation, and he does not believe that what has 
been described here deserves the name of complete interpretation. 


While most of us do not know how much material is necessary to 
cure a patient, we have the impression that its quantity varies 
with different patients and different analysts. As psychoanalysis 
resembles surgery more than anatomy, the condition of the pa- 
tient, the therapeutic gain, the time available and many other fae- 
tors must be taken into consideration before deeper interpretation 


is suggested. 


While it is impossible to deny that the patients described here 
might have been relieved by a simpler technique, the writer wishes 
to state that this more complicated approach was used only after a 
simpler one had failed. In making this statement, the writer is, 
of course, aware that failure may have been due to other causes 
than simplification of technique. But as most analysts fail to cure 
all their patients, it is suggested that this approach should be used 
when a more superficial translation of the unconscious is of no help. 

Qui vivra verra! 


APRIL 1952 








THE PHENOMENON OF RESISTANCE 


SUMMARY 


1. The meaning of such controversial terms as libido, destrudo, 
narcissistic mortification, and resistance is discussed. 

2. Four examples of resistance as encountered in the analyses 
of four patients are briefly described. 

3. The study of the structure of this resistance shows that it 
contains elements representing the id, ego, super-ego and the ex- 
ternal world. 


4. From the economical point of view, resistance seems to allow 
a partial satisfaction and a partial frustration of instinctual en- 
ergy. This is explained as being caused by the use of external ob- 
jects for the discharge of primary and secondary narcissistic libido 
(destrudo), and the use of the patient’s own body for the discharge 
of primary narcissistic and object libido (destrudo). 


5. This regre-.ion of the libido (destrudo) appears to be caused 
by repression of instinctual impulses. 

6. The presence of highly-charged derivatives in the uncon- 
scious seems to be the result of: (a) mobilization of contracathexis 
without the withdrawal of cathexis; (b) loss of differentiation be- 
tween inside and outside; (¢) attempted simultaneous discharge of 
aggressive and sexual instincts; (d) attempted simultaneous satis- 
faction of passive and active aims. 

7. A quantitative approach seems to indicate that in Case A. 
the resistance was dominated by the id; in Case B. by the ego; in 
Case C. by the super-ego: and in Case D. by the external world. 

8. These phenomena are attributed to constitutional factors, 
and the acceptance of a fourth libidinal type is suggested. 


25 East 86th Street 
New York, N. Y. 





A CLINICAL EVALUATION OF THE USE OF DECAMETHONIUM 
BROMIDE (C;.) IN CONVULSIVE SHOCK THERAPY 


BY MATTHEW BRODY, M. D. 


Drugs which produce muscular relaxation have found wide- 
spread use in both surgery and psychiatry. A paralyzing agent 
which will prevent fractures, minimize muscular soreness, and re- 
duce the strain on the heart and lungs, is of obvious advantage to 
the patient undergoing therapeutic convulsions. This report is 
intended as a clinical evaluation of decamethonium bromide and 
is based on the study of 117 consecutive patients who required a 
total of 1,502 electric convulsions, of which 869 were modified by 
C,,, 326 by d-tubocurarine, and 107 by d-tubocurarine dimethyl 
ether chloride (mecostrin).* This study had been preceded by 
extensive experience with curare.’:* All patients were simultane- 
ously sedated with barbiturates, and an airway*® was routinely 
used during the convulsion. 

Tubocurarine chloride had been shown by King** to be a bis- 
tetrahydroisoquinoline alkaloid containing two quarternary atoms. 
Barlow and Ing*’ conceived the idea that the extraordinary pot- 
ency of d-tubocurarine might be due in part to the presence of two 
quarternary nitrogen atoms at some optimal distance apart on 
the same molecule. Consequently they and Paton and Zaimis**® 
prepared a number of simple bis-trimethylammonium bromide salts 
in which the nitrogen atoms were separated by polymethylene 
chains of different lengths ranging from two to 13 carbon atoms 
and found the most active curariform compound to be that in which 
the polymethylene chain was 10 carbon atoms long, namely deecam- 
ethylene-1, 10-bis-trimethylammonium dibromide, for which the 
generic name decamethonium bromide (C,,) was adopted. This 
drug was soon found not to be identical to curare. C,. is markedly 
more potent than curare. It is not antagonized by neostigmine. 
When injected intracutaneously it produces no histamine-like 
wheal, and when injected intravenously it does not produce a fall 
in blood pressure or constriction of the bronchi’ as does hista- 
mine or, on occasion, curare."’ The action of C,, is of shorter dura- 

*From the Department of Neuropsychiatry of the Brooklyn Jewish Hospital, Brooklyn, 
N. Y. Supplies of d-tubocurarine, mecostrin and decamethonium were provided by 


E. R. Squibb & Sons. Supplies of decamethonium were also provided by Burroughs 
Welleome & Co. Decamethonium is commercially available as ‘‘Syncurine.’’ 
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tion. Surprisingly the action of C,. is reduced or completely 
ablated if curare is injected first, although the reverse is not true.” 
Some authors have found that C,, spares respiration as compared 
to curare, while others differed. Paton and Zaimis" have recently 
shown by experimental methods that decamethonium and d-tubo- 
curarine cause neuromuscular block by fundamentally different 
mechanisms. Block by decamethonium is due to a persistent end- 
plate depolarization, analogous to an exaggeration of the normal 
excitant action of acetylcholine, while block by curare is due to an 
antagonism of the normal excitant action of acetylcholine. 


CLINICAL OBSERVATIONS 


Intocostrin, d-tubocurarine, and d-tubocurarine dimethyl ether 
chloride (mecostrin) are all forms of curare and produce an identi- 
‘al type of paralysis. The solids vary in potency but are commer- 
cially available in equipotent solutions. Mecostrin seems to be 
slightly shorter-acting than the others and to have a somewhat 
lesser effect on respiration. When any of the curare drugs are 
injected in an unanesthetized subject, the following is the sequence 
of events: Haziness of vision is followed by bilateral ptosis and 
increasing extraocular palsies and diplopia. The muscles of ex- 
pression become weakened. The jaws, tongue, larynx and muscles 
of deglutition become weak with increasing hoarseness of voice 
and difficulty in swallowing. Salivation is increased. The neck 
becomes weak, followed by paresis of the muscles of the spine and 
extremities. When there is difficulty in respiration, the patients 
generally localize it to the neck and speak of a choking sensation. 

The peak effect of the drugs occurs in about three minutes and 
the paralysis lasts for approximately 40 minutes (30 minutes for 
mecostrin). In patients with a history of asthma, curare oceca- 
sionally produces some wheezing, C,, does not. In ordinary curar- 
izing doses, where the tongue is kept forward with an airway and 
the Valsalva effect (straining against a closed airway and hence 
obstructing pulmonary circulation) is prevented,’ no great dis- 
turbances in blood pressure have been observed. 

The paralysis produced by C,, (syneurine) is similar, but not 
identical, to that produced by curare. With the same weakness 
of the neck,-ptosis and diplopia are slight. There is less involve- 
ment of the jaw and tongue, and speech is not involved until late. 
Salivation is not increased and is often decreased. The paralysis 
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of the extremities and trunk is relatively greater than with curare. 
In the writer’s experience, there is greater involvement of the 
muscles of respiration with C,, than with curare (as judged by the 
excursion of the oxygen bag) but since the tongue and larynx are 
relatively spared, the airway is patent, and the patient has less 
respiratory embarrassment, especially if one is liberal with oxygen. 
When there is respiratory difficulty with C,., the patients localize 
their difficulty to their chests and speak of a sense of pressure or 
weight on the chest rather than of a choking sensation. When 
there is inadequate curarization, there is generally stridor; but 
there is much less stridor during the convulsion, when there is in- 
adequate syncurization. Following a syncurized convulsion, one 
occasionally sees fascicular twitches and mild muscular cramps 
which the writer has not seen following curare. The peak effect 
of C,. occurs in about four minutes, but the weakness lasts only 
about 20 minutes. 

In summary, both drugs produce muscular weakness, but the 
paralysis produced by curare simulates the weakness of myas- 
thenia gravis, and both conditions are ameliorated by neostigmine. 
Curare in small doses can be used as a diagnostic agent in myas- 
thenia gravis. On the other hand, the weakness produced by Cy, 
more closely resembles the paralysis produced by botulism (“lim- 
ber-neck” in fowls). The writer had the misfortune to treat two 
fatal cases of botulism some years ago. As with botulism, there 
is no antidote for an excessive amount of Co. 

The term “curarization” should be restricted to the curare drugs, 
and “syncurization” used in reference to decamethonium. 

The dose of curare bears an approximate relationship to body 
weight. The dose of C,. bears no relationship to weight, sex, men- 
tal diagnosis or to the dose of curare. The response to C,, appears 
to be a function of some, as yet unknown, mechanism of neuro- 
muscular physiology. It is the inability to estimate in advance the 
dosage of C,, that constitutes its chief disadvantage. The absence 
of an antidote is a less serious drawback, because even the curare 
drugs can be antagonized by neostigmine only when the overdosage 
is not excessive. Moderate overdosage of syneurine can be han- 
dled satisfactorily with oxygenation. Further, with C,, the addi- 
tion of but 0.2 mg., may produce a marked increase in paralysis. 


The response to syncurine, once determined in a patient, varies 
little each time it is used. The writer has found only two exeep- 
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tions to this, and these may be of theoretical importance. The first 
was a young woman of 23, a schizophrenic who weighed 93 pounds, 
in whom 1.5 mg. of C,, reduced the strength of her convulsion by 
about 50 per cent and 1.7 mg. by about 75 per cent (adequate syn- 
curization). By mistake she was onee given 2.7 mg. of C,., which 
was, for her, a marked overdose. She had total paralysis and res- 
piratory arrest for five minutes after the convulsion. The situa- 
tion was handled with oxygen and rhythmic pressure on the oxy- 
gen bag. On subsequent days, adequate syneurization could not 
be obtained with less than 2.3 mg. of C,,.. The response to mecos- 
trin however remained unchanged, and she was adequately curar- 
ized by 2.7 mg. of mecostrin both before and after the error in 
giving C,. It would appear that the accidental overdosage de- 
creased her subsequent sensitivity to C,,. The other exception is 
of even greater theoretical importance. A patient with amyotro- 
phie lateral sclerosis received seven shock treatments for a de- 
pression, and adequate syncurization was obtained with 2.9 mg. 
of C,... Five months later, his depression recurred. By this time 
there was also a marked deterioration in his neurologic condition, 
and similar softening of the convulsion could not be obtained with 
less than 3.7 mg. of decamethonium. This patient complained of 
muscular cramps during the time he received C,.. It would ap- 
pear, at least in this patient, that the deterioration in his neuro- 
logic state was accompanied by a decreased sensitivity to decame- 
thonium. 

In all other patients, the response to C,,, once determined, would 
he almost identical at any later date. 


TECHNIQUE 

Secause of the inability to predict in advance the response to de- 
‘amethonium, the writer uses fractional doses until the proper 
amount is determined. His method of administering C,, is similar 
to that described in previous papers on curare,’ with the exception 
that he now mixes the relaxing agent with the sedative. Both the 
mental and physical states of the patient are, of course, completely 
evaluated before the therapy is contemplated. Most of the writer’s 
patients are ambulatory. <A patient is permitted nothing by 
mouth for four hours preceding the treatment. He is not un- 
dressed but is asked to wear comfortable and nonrestricting cloth- 
ing. He is asked to void. Dentures and shoes are removed. A 
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comfortable flat bed is used. The patient must not be hyperex- 
tended, as it interferes with respiration. If desired by him, a low 
pillow is used. Obese and orthopneie patients are treated with 
the head and chest elevated. All timing is done by stopwatch. For 
the first treatment, 1.5 mg. of C,. (this will practically never be an 
overdose) is mixed with 140 mg. of sodium pentothal in 2 per cent 
solution. Pentothal in greater concentration is potentially risky. 
The use of C,, without pentothal is both cruel and dangerous. The 
mixture is injected intravenously in one and one-half minutes. If 
the patient is still awake, more pentothal is slowly administered 
until he is somnolent but co-operative. The patient’s behavior and 
productions during this period are utilized as with a pentothal in- 
terview. Three minutes after the syncurine is injected, the patient 
is asked to raise the head. If he is unable to do this, no additonal 
syncurine is added, and the current is applied four and one-half 
minutes after the injection of syneurine is completed. If he is able 
to raise the head, additional syncurine is given, up to 1 mg., de- 
pending upon the strength in the neck. If he is then unable to 
raise the neck, the convulsion is produced three minutes after the 


second injection. If he is able to raise the head, additional syn- 
curine is given, the amount again depending upon the strength of 
the neck. 


For the second treatment, the dose of syncurine and pentothal 
depends upon the response to the first treatment. The dose of C,, 
this time is 1.5 mg., plus half the total increment used in the previ- 
ous treatment. The amount of pentothal likewise is determined by 
the response to the previous injection. Again the patient is asked 
to raise the head three minutes after the injection, and if additional 
syncurine is required, it is administered. Generally, by the third 
treatment, the patient’s dosage is known. Pentothal and C,, are 
mixed in one syringe and injected in one and one-half minutes. If 
the patient becomes restless or complains of respiratory difficulty, 
more pentothal is slowly administered. Oxygen is always avail- 
able. Electrodes are not applied until the patient is somnolent. A 
mouth gag is not used. The jaw is closed, after making sure the 
tongue is not caught, and four and a half minutes after the syneur- 
ine is injected, the current is applied. If necessary, the current is 
repeated until a grand mal seizure is obtained. Restraints are not 
needed. During the seizure, when the mouth is opened, an airway 
is inserted to the hilt. Both the Guedel rubber airway and the 
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Berman plastic airway are satisfactory. Although an airway is 
used routinely, the need for it is not so great as in a curarized con- 
vulsion. Since the jaw is relatively strong, care must be taken to 
protect the tongue. The electrodes are removed. Before the eon- 
vulsion is over, the patient is turned to the lateral Sim’s position 
with the face down. The amount of mucus and saliva that comes 
from the mouth is less than with curare. Oxygen is routinely ad- 
ministered until respirations are regular. In cases of respiratory 
paralysis, the system is closed, and respirations can be maintained 
by pressure on the oxygen bag. The airway is removed in a few 
minutes. Until he recovers, the patient must not be left untended. 
As in anesthesia, smoothness of induction is of all importance and 
comes with experience. As noted elsewhere, this method mini- 
mizes fear and trauma, facilitates rapport with the physician, and 
facilitates psychotherapy. Reduction of the strength of a convul- 
sion by more than 75 per cent is unnecessary, except where there 
has been a recent fracture or surgical operation. The writer pre- 
fers some movement during a convulsion, as it facilitates exchange 
of air if the airway is open. In cardiac patients, for this reason, 
about 50 per cent reduction in the strength of the convulsion 1s all 
that is aimed at. 


CoNCLUSION 


Curare and decamethonium are dissimilar drugs, although both 
produce muscular relaxation. The weakness produced by curare 
simulates myasthenia gravis, while the action of decamethonium 
simulates the paralysis of botulism. Because of their dissimilarity, 
there will be situations where one is to be preferred to the other. 
In shock therapy, which is a relatively brief procedure, but which 
has to be repeated on subsequent days (in contradistinetion to sur- 
gery where the reverse is true), the advantages of C,, would seem 
to outweigh the disadvantages. The chief advantages are the 
shorter action of the drug and the relative sparing of the tongue 
and larynx; the disadvantages are the lack of antidote and the in- 
ability to predict the first dose. These disadvantages can be han- 
dled by the method of fractional administration of C,,. All drugs 
mentioned are satisfactory relaxing agents, although the writer 
prefers decamethonium in shock therapy. 


One must close with a warning that curare, syneurine and the 
barbituates are extremely valuable, but are potent and dangerous 
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drugs which should not be used unless one is acquainted with their 
idiosyncracies and is prepared to handle all emergencies that might 
arise, including respiratory embarrassment. On the other hand, 
it has seemed to the writer that administering shock therapy with- 
out these modifications is in the same category as operating without 
an anesthetic. 


41 Eastern Parkway 
Brooklyn 17, N. Y. 


A. 
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THE INCIDENCE OF MENTAL DISEASES AS MEASURED BY CENSUS 
INVESTIGATIONS VERSUS ADMISSION STATISTICS 


BY OERNULV OEDEGAARD, M. D. 


Reliable information about the incidence of mental disorders is 


necessary as a basis for studies in the sociology and epidemiology 


of these diseases. Up to this time, the rates of first admissions to 
mental hospitals represent the only large-scale source of informa- 
tion. Numerous more or less intensive census investigations have 
been made, but the number of cases is in all of them insufficient for 
a more detailed statistical analysis. It is somewhat unfortunate, 
therefore, that there seems to be considerable confusion as to the 
reliability of admission statistics as a measure of the “actual inei- 
dence” of mental illness. While some use the routine hospital sta- 
tistics in a more or less undigested fashion as a basis for epidemio- 
logical conclusions, others tend to doubt that they are of any value 
whatsoever. Both these extremist standpoints are fortunately los- 
ing ground, but much work remains to be done with regard to a 
careful study of the sources of error, and of their possible cor- 
rection. 

Most important is the fact that not all mental patients are ever 
admitted to any psychiatric hospital. The admission data will, 
therefore, represent minimum figures, and certain census investi- 
gations seem to indicate that the proportion of nonhospitalized pa- 
tients is so great as to impair seriously the statistical value of 
these figures. This is particularly so beeause hospitalization 
varies from one social group to another. Hospitalization is decid- 
edly more complete for schizophrenia than for depressive states. 
Also it is more complete in urban than in rural surroundings, 
more complete in the younger age groups than after the age of 70, 
more complete in districts with good hospital facilities. Serious 
statistical errors result when one tries to compare admission rates 
from social groups with different intensities of hospitalization. 

Among the psychotics found by special census investigations, 
from one-third to one-half have never been hospitalized. The per- 
centage of nonhospitalized psychotics seems to depend not only 
upon the local hospital facilities, but also upon the intensity of the 
social survey. One extreme is represented by Bremer, who by a 
particularly careful study of a Norwegian fishing village (in which 
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he had for five years been the only physician) found 38 persons 
who presented or had previously presented psychotic symptoms. 
Only 13 of these had ever been hospitalized. The hospital faeili- 
ties in the region were comparatively poor, and the geographical 
situation extremely unfavorable (Arctic Norway, during the war). 
Brugger, on the other hand, found by his census in Thuringia that 
87 per cent of the psychotics he located had been hospitalized. 
Most likely, this very high figure means that the census was not 
particularly intensive—as the same author found 45 per cent of 
nonhospitalized psychoties in his Allgau census, which was more 
intensive. Stroemgen examined the entire population of the Danish 
island of Bornholm, and found that all but 14.7 per cent of the 
island’s psychotics had been treated in some hospital (psychiatric 
or general). But Fremming, working somewhat more intensively 
on a sample of the population of the same island, found about 25 
per cent of the psychotics nonhospitalized. 

It is not generally realized, however, that even in a district with 
100 per cent hospitalization of all psychotics, an absolutely com- 
plete census would, nevertheless, reveal a certain number of cases 
who have not yet been admitted. This is a simple consequence of 
the fact that there is a considerable interval between the onset of 
first symptoms and first admission to a mental hospital. The ap- 
proximate number of such not-yet-hospitalized cases which is to be 
expected by a census in a certain area, can be calculated if the 
duration of the disease previous to admission is known for all first 
admissions to mental hospitals in the area. This caleulation has 
been carried out for the first admissions to all mental hospitals in 
Norway from 1941 to 1945—7,190 first admissions in all. 

If now, for instance, an average of 70 first admissions yearly is 
admitted after duration of illness of two years, then one would, by 
a complete census at any time within the five-year period, find 
702140 such psychotie patients, who had so far not been hos- 
pitalized, but who would, within two years, be admitted. Similarly 
a yearly average of 40 patients are admitted after durations of 
three years, and so one would expect to find 403 or 120 such psy- 
chotie patients by the census. In this way, the total expected num- 
her of not-yet-hospitalized patients can be calculated, separately 
for each sex and psychiatric diagnosis, by simply calculating for 
the first admissions of one calendar year the total number of years 
which have passed between onset of illness and hospital admis- 
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sion. The resulting figures are given in the first column of the 
accompanying table. 


Expected Number of Not-Yet-Admitted Patients to Be Found by a Census in 
Norway, 1943 








Psychotie Previously In mental 
patients* psychotic* Total hospital 





2 3 5 6 7 8 
1+2 4+5 3+-6 


Psychosis with mental deficiency } 595 381 
Psychogenie (with const. psycho- 

pathie inferiority) ‘ : 248 289 
Manic-depressive : if : ‘ 190 = 1387 
Schizophrenia : 768 922 2,685 
Symptomatic psychoses 3: 5 3g y 66 29 
Epileptic psychoses 2 : 155 93 
Alcoholic psychoses 23 23 ‘ 32 3 
General paresis : 3 3 115 
Senile and arteriosclerotic i 215 3 : 253 
Organic psychoses ‘ 2 o% ¢ 109 
Other and indefinite types ‘ ‘ 9 


Total, men 1,959 227 2,186 : 2,694 
Psychosis with mental deficiency 449 78 5 8 9 536 
Psychogenie (with const. psycho- 

pathic inferiority) 292 ¢ : 463 
Manic-depressive 110 i i 331 
Schizophrenia 685 3s 5 962 
Symptomatic psychoses 31 3! : : 53 
Epileptic psychoses............ 80 28 : 38 143 
Alcoholic psychoses ............ 3 0 : 3 
General paresis 41 11 52 g { 61 
Senile and arteriosclerotic 256 104 360 : 480 
Organie psychoses 36 18 54 : 73 
Other and indefinite types 31 5 36 36 


Total, women 2,014 304 2,318 








*See text for explanation of column headings. 


These figures are in need of a correction, because a certain num- 
ber of the nonhospitalized psychotics will die before they are ever 
admitted, and, so, the number of patients found by a census will 
be somewhat higher than the figures of column 1. On the aver- 
age, thé census will take place after half the waiting time has been 
spent. During the “pre-hospitalization” period, the psychotics 
have been subject to a mortality which is considerably higher than 
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that of the general population. We have no means of calculating 
this excess mortality, but we do know the mortality of patients 
under treatment in Norwegian mental hospitals. The present au- 
thor has calculated death rates for the period of 1926-41 separately 
for the various groups of psychoses, and it is probably fairly safe 
to assume that the mortality of not-yet-hospitalized psychoties of 
the same diagnostic group is of about the same order as of those 
hospitalized. The age factor is easily accounted for, as age on 
admission is known. It is now assumed that a patient has been 
subject to the mortality for his psychosis for a time equal to half 
the time between disease onset and hospital admission. The re- 
sulting calculated numbers of deaths are given in column 2 of the 
table and should be added to the figures of column 1 to give the 
total calculated number of not-yet-admitted psychotic patients to 
be expected by a complete census. ‘The combined data are given in 
column 3, by sex and by psychiatric diagnosis. 

Now “duration previous to admission” in the Norwegian sta- 
tistics means the duration of the present attack of the illness. 
Previous attacks, separated from the present one by relatively 
free intervals, are not counted. This means that this caleulation 
does not include patients who at the time of the hypothetical cen- 
sus were found to be non-psychotic, but who had previously suf- 
fered an attack of psychosis—without being at that time hospital- 
ized. In most census investigations, such cases are included, and 
they have, therefore, been calculated as well—by the same method 
used for the former group of patients. The number of years which 
have passed between the onset of the very first known attack of 
psychosis and the onset of the present attack was found for each 
ease from the statistical register of first admissions (which is 
based upon individual index cards). Even here a correction should 
be introduced for mortality. But as in this case we deal mainly 
with a non-psychotie interval, the mortality may be assumed to be 
approximately the same as for a group of the general population 
of the same age composition. The calculated number of deaths is 
given in coluinn 5, and the corrected number of not-yet-admitted, 
previously psychotic patients in colwnn 6. Finally in column 7 
the sum of both groups is given: all not-yet-hospitalized patients 
expected to be found by a complete census, regardless of whether 


they are psychotic at the time of the census or have previously 
suffered an attack of psychosis. 
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These figures may now, for instance, be compared with the num- 
ber of patients resident in mental hospitals at the time of the hypo- 
thetical census. The average number of resident patients for the 
five-year period is known, but not the diagnostic distribution. This 
is known for December 31, 1948, however, and it is assumed that 
the diagnostic distribution at this date is sufficiently equal to that 
in 1941-45. 

We are now able to calculate the expected results of a census 
of the psychotics in Norway, if one could have been undertaken in 
1943. We find that, provided this census were complete, it would 
include 7,403 patients resident in mental hospitals, as against 5,835 
who had never been admitted, but who would be admitted at some 
later date, if they survived. This means that a census investiga- 
tion which reveals a number of nonhospitalized patients equal to 
about 75 per cent of the mental hospital population, does not give 
us more information about the incidence of mental illness than is 
already known from the admission statistics. The non-hospital- 
ized psychotics found by a census investigation can consequently 
not be credited in their totality to the superiority of this method— 
a number equal to 75 per cent of the resident hospital population 
should first be subtracted in order to ascertain the net gain. 

Now our figures are based upon statistical information on the 
onset of first psychotic symptoms and the duration of present at- 
tack, and naturally the validity of the information given by the 
various mental hospitals can be questioned. For certain diagnostic 
groups the data are obviously rather inaccurate. This applies in 
particular to epileptic psychoses and psychoses with mental defi- 
ciency. In these groups the number of not-yet-hospitalized psy- 
choties is particularly great; but, no doubt, the figures calculated 
include some patients who were at the time not actually psychotie, 
but merely epileptic or imbecile, the delimitation being naturally 
very difficult. The same applies to syphilitic psychoses. The dur- 
ations given should be regarded as minimum figures, as symptoms 
may easily have been present for some time before their detection 
by relatives or friends. The figures for not-yet-hospitalized pa- 
tients are, therefore, likewise decidedly minimal. 

Now these calculations deal merely with the total results of een- 
sus investigations as compared with admission statistics. They 
do not tell anything about individual cases, and evidently these two 
inethods do not lead to the same individuals. Many initial psy- 
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choties will not be caught, even by a very intensive census, because 
the symptoms are too vague, and therefore not registered by the 
relatives until later, in retrospect, after the onset of more plainly 
psychotic symptoms. On the other hand a number of psychoties 
are certain to be detected who will not at any time be admitted to 
a hospital for psychosis. This applies in particular to the heterog- 
eneous group of psychoses which is called “psychogenic” or (in the 
Norwegian statistics) “constitutional.’”” Bremer counted 18 such 
-ases, of whom only four had ever been in a mental hospital, 
whereas eight had been treated in general hospitals. Fremming 
found 33 eases, of whom eight had been admitted to mental hos- 
pitals, 17 to general hospitals and eight not at all. The bulk of 
these cases are so-called reactive depressions of moderate degree 
and relatively short duration. This group has no sharp delimita- 
tion toward neurotic, or even normal, depressive moods, and the 
important point seems to be to find suitable criteria rather than to 
include as psychotic as many depressive states as possible. In an 
area with adequate hospital facilities, admission data are probably 
as good as any—in particular if cases admitted to general hos- 
pitals are included—because the necessity of hospital admission is 
a fairly precise criterion under such conditions. 

The conclusion may be ventured that the superiority of census 
investigations has perhaps been exaggerated to some extent, be- 
cause the great number of not-yvet-hospitalized patients has been 
overlooked. All such cases are ultimately included in the hospital 
statistics, whereas some of them are most likely missed by even 
an intensive census investigation. This may explain the somewhat 
paradoxical finding that the incidence rates which are calculated 
from census investigations are actually not much higher than those 
based upon admission statistics, in spite of the large number of 
nonhospitalized patients which the census investigations include. 


SUMMARY 


Census investigations are generally judged to be superior to 
hospital admission statistics as a measure of the real incidence of 
psychoses, because any careful census will reveal many psychotie 
or previously psychotic individuals who have never been hospital- 
ized. A number of these patients will later on be admitted, how- 
ever, and so will be included in the admission statistics. A method 
for caleulation of the approximate number of such not-yet-admitted 
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psychoties is described. By a hypothetical census in Norway in 
1943, one should have found 5,835 such eases, while at the same 
time the resident population of all mental hospitals in the country 
was 7,633. 


Gustad Mental Hospital 
Oslo, Norway 
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PATIENT-THERAPIST RELATIONSHIP IN MULTIPLE 
PSYCHOTHERAPY. | 


Its Advantages to the Therapist 


BY RUDOLF DREIKURS, M. D.; BERNARD H. SHULMAN, M. D., AND 
HAROLD MOSAK, Ph.D. 

Multiple psychotherapy has been defined by Dreikurs as “all 
forms of therapy where several therapists treat a single patient 
simultaneously." Perhaps the earliest use of the method was in 
Adler’s child guidance clinies in Vienna where, beginning in the 
early 20’s, Adler used the method for its therapeutic effectiveness. 
Children responded, when their problems were discussed sympa- 
thetically in front of them, sometimes better than they did when 
the discussion was directed to them.? A technique called the 
“joint interview” was developed in a hospital clinic in Cleveland 
by Reeve.’ Reeve started this procedure for teaching purposes for 
social workers, but soon perceived its value as a therapeutic 
method. Adults responded with an acceleration and expansion of 
therapeutic progress. Hadden describes the use of multiple psy- 
chotherapy for teaching purposes.*| Whitaker et al. successfully 
used the technique of bringing in a second therapist to handle the 
psychotherapeutic impasse.® Haigh and Kell mention that there 
is a therapeutic advantage in the use of this method, but in their 
study were interested in its value for training and research.® 

The purpose of this paper is to show how the technique of mul- 
tiple psychotherapy is of special advantage to the therapists in 
their treatment of the patient. A subsequent paper will show what 
the advantages are to the patient when this technique is utilized. 

At the present time, the writers’ general procedure is as follows: 
The patient is seen at his first interview by one of the therapists, 
usually the senior psychiatrist. He assigns the patient to another 
therapist and continues as consultant therapist. The second ther- 
apist now becomes the active therapist and starts by investigating 
the patient’s early childhood, the formative period of life. The 
writers have found this method useful in overcoming resistance 
to the introduction of a second therapist, since its similarity to a 
referral for a laboratory or psychological work-up is understand- 
able to the patient. Collecting the necessary information usually 
requires two interviews, during which a good therapeutic relation- 
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ship with the patient is established. The first multiple interview 
then takes place. In this session, both therapists discuss the sig- 
nificance of the material that has been obtained, using care and 
good sense in the interpretations offered to the patient. The pa- 
tient mostly listens but is encouraged to participate. The active 
therapist then continues with the patient, according to a thera- 
peutic plan which evolves in each multiple interview. Frequent 
multiple interviews are scheduled regularly, ranging from every 
alternate interview to every fourth or fifth, depending upon the 
requirements of the therapeutic situation. Sometimes it is helpful 
to have several consecutive multiple interviews, and sometimes it 
is helpful for the active and consultant therapists to switch roles. 
The techniques used and relationships developed are described 
more fully by Dreikurs.’ 

The writers have found multiple psychotherapy to be of value 
to the therapist in the following ways. 


1 


Multiple psychotherapy has the obvious advantage of offering 
the opportunity of constant consultation between two therapists. 


The therapists can be more sure of their accuracy in diagnosis, in- 
terpretation, and choice of procedure. There is constant oppor- 
tunity to check one’s work with patients. This is invaluable for all 
therapists no matter what the extent of their experience. The con- 
sultant therapist can always bring a new, and perhaps corrective, 
perspective into the therapeutic situation, regardless of whether 
he is more or less experienced than the active therapist. Multiple 
psychotherapy is therapeutic teamwork. Its advantages can be 
seen in the following example: 

Patient A. was the younger of two sons. He was ambitious but 
discouraged at his inability to live up to his high ideals. He had 
strong feelings of inadequacy in relation to his brother who was a 
success by conventional standards. The patient had compensated 
for his feelings of inadequacy by developing higher moral and in- 
tellectual standards which, he felt, made him superior to his 
brother. He made rapid progress in the early stages of therapy, 
began to work enthusiastically, improved his relationship within 
the family and was having dreams in which he was successful and 
aggressive. Progress stopped, although neither patient nor active 
therapist knew why. In the multiple interview, the consultant ree- 
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ognized something the active therapist had missed. The patient 
had made progress because he had stopped trying to live up to his 
“ideal image,” but he had not relinquished his assumption that he 
was inferior. Progress began again after this interview. 


) 


Individual psychotherapy takes place in an artificial atmosphere 
which may permit the patient to adjust to the limited relationship 
with one person, often through an emotional involvement. The in- 
troduction of a third person upsets this equilibrium and may result 
in the patient’s revealing more of his natural reactions. This per- 
mits both therapists to evaluate the patient’s attitudes and prog- 
ress. Patients sometimes remain on very good behavior through 
a desire to please the active therapist. The presence of the second 
therapist is often disturbing enough to the structure of the situa- 
tion so that the patient is more likely to exhibit more fully his 
disturbed relationships with people. Example: 

Patient B. was the baby in her family. Being unsure of her own 
strength she was exceedingly dependent on other people for ap- 
proval. She was in her late 20’s and rather attractive. She had 
been dating aman for several vears. She felt she did not like him 
well enough to marry him, but could not bear to hurt his feelings 
by letting him down. In therapy she had difficulty in verbalizing, 
since she was never sure of the therapist’s reaction to what she 
inight say. She was “making progress” in therapy, trying to be- 
have the way she felt the therapist wanted her to. In one of the 
multiple interviews, the two therapists disagreed on a minor point, 
and as is their custom, asked the patient to state her opinion. The 
patient was completely blocked and confused. It was then pointed 
out to her that she could not talk for fear of displeasing one or the 
other of the therapists. She could see that the therapists could 
disagree without hurting each other’s feelings, but her single, and 
typical, response was an apology for not being able to say any- 
thing. This incident provided the patient with a dramatic experi- 
ence and permitted her to recognize more fully her faulty attitude. 


» 
ov 


When a therapeutic impasse arises because of the patient’s 


strong resistance or because the therapist has inadvertently gone 
up a blind alley or fallen into a non-productive rut, the multiple 
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interviews offer a fresh approach, a disruption of a relationship 
which has become too rigidly set, a reconsideration of issues, and, 
if necessary, a switch in therapists. 

Patient C. suffered from feelings of personal inadequacy in any 
situation in which he could not maintain a position of superiority. 
After first making progress and improving his personal relation- 
ships, he became depressed. At a multiple interview, both the pa- 
tient and the consultant therapist recognized the sibling rivalry 
that the patient felt to the active therapist, who was the same age 
as the patient. The consultant therapist was able to clear the air, 
and, by taking over the role of active therapist, continued to work 
with the patient until his antagonism was dissipated and he no 
longer felt that he had to be “more intelligent” than the active 
therapist, whom he identified with a younger sibling. 


4 


Many patients are adept enough to put the therapist into their 
own service, a performance which is often interpreted as counter- 
transference. They thus trick the therapist into confirming their 
own opinions of themselves, while the therapist is trying to help 


the patient change these self-concepts. To successfully under- 
stand and treat the patient, the therapist must understand the 
“private logic” by which the patient actually operates, as opposed 
to the common sense which he consciously thinks he is using.” When 
a therapist has “fallen for the patient’s trick,” the multiple inter- 
view is often effective in bringing about recognition and correction 
of this situation. 

Patient D., an only child of overprotective and demanding par- 
ents, Was constantly making a mess of his jobs, his friendships, and 
his marriage. Tis interviews usually consisted of a dissertation 
on the disappointments and failures that he knew he had brought 
about himself. The active therapist would patiently point out the 
meaning of his behavior, and how it followed logically from his con- 
cept of himself as a person who had no chance in life and who 
could find glory only in catastrophe. In a multiple interview, the 
consultant therapist saw that the patient had succeeded in provok- 
ing the active therapist into telling the patient what he was doing 
that was wrong. The patient had utilized the therapist’s responses 
as further evidence that he was “a guy who couldn’t do anything 
right” and who was “doomed to failure.” 
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4) 

Even didactic analysis—of whatever kind—does not completely 

~ remove a therapist’s bias and emotional blocking; and his strong 
desire for a patient to get well, or his need to impress a patient 
(other forms of countertransference) often interfere with what is 
therapeutically better indicated. Whenever the therapist becomes 
emotionally involved with the patient for his own satisfaction, the 
consultant therapist helps to solve this difficulty through the mul- 
tiple interview, or through taking over the role of active therapist. 

Patient I. was a depressed young woman who was extremely 
ambitious and felt “stupid” in spite of her above average accom- 
plishments in her own profession. She could stand no criticism 
from her husband, responding to his slightest remark with feelings 
of inferiority and consequent angry outbursts. Her competitive- 
ness with men extended itself to the active therapist, who reacted 
by feeling irritated by the patient and being disinclined to work 
with her. The consultant therapist could show the active therapist 
the nature of his reactions, and the therapists switched roles. The 
former active therapist, now in the role of consultant, no longer 
responded to the rejection by the patient, and the therapy could 
proceed. 

One important element in disrupting the emotional involvement 
of the therapist is that in the multiple interview the casual and 
objective discussion of the patient’s problems almost always clears 
the air and provides a more impersonal atmosphere for any active 
therapist who has become overprotective, oversympathetic or 
hostile. 


6 

One of the chief values of multiple psychotherapy is found in 
the numerous opportunities it offers the therapists to play differ- 
ent roles in relation to the patient. Through watching how an- 
other therapist meets a situation, the therapist’s own vista is 
broadened, and he can grow through the experiences of another 
therapist. It is a reciprocal process, in which even a more experi- 
enced therapist can benefit from the fresh view of a younger man. 

In the multiple interviews the therapists can provide a variety 
of experiences for the patient. One therapist can be more direc- 
tive, another more non-directive; one may be forceful, the other 
permissive. A special type of situation is one in which one ther- 








2924 PATIENT-THERAPIST RELATIONSHIP IN MULTIPLE PSYCHOTHERAPY. I 


apist actively interprets to the patient the meaning of his actions, 
while the second therapist “argues” from the point of view of the 
patient’s “private logic’ as if trying to disprove what the first 
therapist has stated, or as if making the excuse that the patient 
himself has made. In such a situation, the patient often recognizes 
his own faulty perception as he sees the therapist using his own 
mechanisms. 

-atient F. was an overprotected child who had felt rejected by 
her parents and especially by her father. With a permissive and 
supportive therapist she made very slow progress in gaining in- 
sight into the nature of her depressions. The consultant therapist, 
on the other hand, would make pointed interpretations of the pa- 
tient’s own dynamics, to which the patient reacted with strong re- 
sentment and depression. She would have discontinued therapy 
but for her relationship to the permissive active therapist. The 
latter refrained from making the interpretations which might be 
upsetting to the patient. Within this structure, the patient utilized 
the relationship with the active therapist to work out her reactions 
to the consultant therapist and to assimilate eventually his evalua- 
tion of the dynamies involved. 


A patient who refuses to accept an interpretation is more likely 
to consider it if he finds that a team of therapists in open discus- 
sion agree on this same point. His reliance on authority is thus 
more related to people than to a single person. 


Patient G., a successful business man, was having marital diffi- 
culties. He did not see that his rigid critical attitude and assump- 
tion of righteousness were significant disturbing factors in the 
marital relationship. He did not at first believe that what he ealled 
“facts” were his own biased perceptions. When, in a multiple in- 
terview, both therapists concurred on this point, the patient was 
impressed enough by the similar and mutually supplementing opin- 
ions to consider that perhaps the “facts” were not as he saw them. 


8 


Multiple -psychotherapy facilitates termination. The constant 
inclusion of the second therapist prevents too dependent a relation- 
ship on one therapist and makes it easier for the patient to carry 
over his newly found relationship to people other than the ther- 
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apists. The consultant therapist may, moreover, see aspects of 
progress or lack of progress that the active therapist has over- 
looked because of his more intense relationship. 

Patient H. had been a pampered child who was hampered by his 
own self-indulgence. He made considerable progress in therapy, 
changing and improving his attitude and actions. However, he 
continued to suffer from mild depressions which prevented him 
from functioning at his to-be-expected level. The consultant ther- 
apist saw that the patient was actually prepared to meet his prob- 
lems on his own, but preferred to use the excuse of being in ther- 
apy to avoid unpleasant tasks and situations. A time was then 
agreed upon with the patient which was to mark the end of his 
self-indulgence, and the rest of the interviews were spent in sum- 
marizing the dynamics and progress of the therapy. After dis- 
charge the patient was able to rely on himself adequately. 


4 


For reasons already cited, multiple psychotherapy makes it 
easier for the patient to accept group therapy at the therapist’s 
request, since he has already had the experience of having therapy 
with more than one person. 


10 


Multiple psychotherapy is an invaluable teaching and research 
method. The reasons for this are obvious. Its use opens new pos- 
sibilities for investigation into the nature and technique of psy- 
chotherapy. 

* a * 


Both Reeve*® and Dreikurs' point out that preparation of the pa- 
tient for multiple psychotherapy is less difficult than anticipated, 
if it is carefully explained to the patient that this is a regular 
therapeutic procedure, and if the therapist himself is convinced of 
the value of the method. When this is done at the beginning of 
therapy, the resistance encountered is negligible; if individual ther- 
apy has been carried on for some time, an attempt to introduce a 
second therapist may meet objection. 

The writers have noticed that the chief difficulty which arises in 
multiple psychotherapy is in regard to the relation the therapists 
have to each other. Multiple psychotherapy requires a complete 
lack of competition between the therapists. Each therapist should 
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be on guard for an antagonistic attitude by the patient to the other 
therapist, so that such feelings may be dealt with at an early stage. 
Antagonism to one therapist is sometimes expressed by excessive 
praising of the other therapist. If the junior of a therapeutic 
team has problems in relation to authority (either in pleasing or in 
fighting the senior therapist), or if the senior feels it necessary to 
maintain his prestige, the therapists will not be able to work well 
with each other. Incidental resentments may be carried over into 
the multiple interview with resulting loss of effectiveness. It is 
also important for each therapist to refrain from pressing the 
other into giving opinions or interpretations before the latter is 
prepared to do so; and each one should be careful not to push the 
other into any particular role which may hamper his freedom of 
action. The two therapists should be able to speak in front of the 
patient freely, neither being afraid to make mistakes. This free- 
dom of expression which the therapists display is helpful to the 
patient. 


SUMMARY 


The following advantages have been found in multiple psycho- 
therapy: 

1. The use of two therapists offers the benefit of their combined 
knowledge and experience. 

2. The multiple interview may reveal more of the patient's per- 
sonality than the individual interview. 

3. The consultant therapist is useful in preventing or breaking 
up the therapeutic impasse. 

4. The use of two therapists hinders either therapist from fall- 
ing into the patient’s service. 

+. The use of two therapists hinders development of counter- 
transference. 

6. Multiple psychotherapy offers the therapists more oppor- 
tunity to manipulate the relationship and provide therapeutic ex- 
periences for the patient. 

7. Interpretations given by one therapist are reinforeed by the 
concurring interpretations of the second therapist. 

8. Multiple psychotherapy facilitates termination of therapy. 

9. Introduction of the patient to group therapy is facilitated. 

10. Multiple psychotherapy’s implications in the fields of teach- 
ing and research are obvious. 
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Some precautions in using multiple psychotherapy are discussed. 

When multiple psychotherapy is compared with individual psy- 
chotherapy, the former shows significant advantages in facilitating 
therapy and in decreasing the chances of error. 


25 East Washington Street 
Chicago 2, TIl. 
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PARTICIPANT TEACHING OF PSYCHOTHERAPY BY SENIOR 
PHYSICIANS : A HOSPITAL PROGRAM AND CLINICAL 
ILLUSTRATIONS 


BY LEWIS B. HILL, M. D., AND FREDERIC G. WORDEN, M. D. 


Psychotherapy is an art based upon the application of science. 
The acquisition of scientific information by reading, attending lec- 
tures and seminar discussions is a prerequisite to rational psycho- 
therapy, yet one masters the art only by means of training, that is, 
of practice and apprenticeship. This learning by doing is pro- 
moted by adequate supervision and demonstration. Yet demon- 
stration presents peculiar difficulties. Psychotherapy carried on 
by one physician with one patient is an intimate relationship which 
is profoundly altered by the presence of a third person. It is nee- 
essary, for the present, to learn psychotherapy as in the past, by 
means of hospital residency, practice, experience; in short, by 
means of training in apprenticeship. 

The medical staff of a psychiatric hospital usually consists of a 
number of young physicians who are present, in large part, because 
they wish this apprenticeship, and a few older psychiatrists whose 
duty it is to work toward the adequate care of patients and the 
training of the junior psychiatrists. It is a fact, which is known 
but not emphasized, that most patients in psychiatric hospitals, if 
they receive intensive psychotherapy at all, will receive it at the 
hands of young psychiatrists in training. The senior, experienced 
staff members cannot be expended in the task of treating person- 
ally a few patients each. They must be used to teach, to consult, to 
train their juniors, that is, to treat patients more or less by re- 
mote control. 

How best to utilize the talents and energies of the psychiatric 
staff to the advantage of the patients, and to the development of 
further skills in that staff, is a challenging question in any pri- 
marily therapeutic and teaching mental hospital. This report is a 
description of a technique currently being tested at the Sheppard 
and Enoch Pratt Hospital, Towson, Md., with illustrative examples 
of some of its effects on the training of physicians and the treat- 
ment of patients. The intent of the program is that of flexible 
participation by senior physicians in the therapeutic endeavors of 
the junior staff. 
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DescrIPTION OF PROGRAM 


There are two services in this hospital. The continued care 
service includes those patients who are considered unable to use 
intensive psychotherapy. They are available for teaching pur- 
poses but are not included in the case loads of residents in train- 
ing. The acute service includes all patients upon admission, all 
patients in acute mental illness, all patients who are regarded as 
able, or likely to be able, to make use of intensive psychotherapy 
with or without specific physical therapies. These patients are 
assigned to the resident staff in training. It is noteworthy that 
this service, for both male and female patients, is administered 
by one chief of service.* The patients are so assigned that each 
resident cares for both males and females. He continues to work 
with his patient as the latter moves from ward to ward, so that 
each resident has patients domiciled throughout the wards of the 
hospital. In this way, each resident comes to know all the patients 
and all of the ward environments. 

The authors of this paper, psychiatrist-in-chief and clinical di- 
rector, respectively, are responsible for the quality of psychother- 
apy and of training. Their relationship to patients and residents 
is centered in a procedure which, for the sake of brevity, will be 
called “rounds.”** 

For the purpose of rounds the resident psychiatrists are placed 
in two groups, each group having rounds one day a week. Rounds 
consist of two phases. First, the senior psychiatrists, the present 
writers,t visit the patients assigned to the residents scheduled for 
rounds that day. There is no interruption of the patients’ regular 
activities, since they are visited where they are, on wards, in hydro- 
therapy or in occupational therapy. 

Fach patient is given an opportunity to proffer his thoughts, 
preoccupations, and questions. Administrative questions, such as 
requests to transfer to another ward or to visit home over the 
week-end, are dealt with in terms of their psychodynamic meaning 
rather than by an administrative “yes” or “no.” It is, of course, 

*The integration of administrative and psychotherapeutie aspects will be described in 
a forthcoming paper. 

**This system of ‘‘rounds’’ is a modification of that in use at the Henry Phipps Psy- 
chiatric Clinie of the Johns Hopkins Hospital. 

tThe term, senior psychiatrist, as used in this paper, refers, of course, to the actual 


seniority of the psychiatrist-in-chief and clinical director, and is not used as an official 
title, as in some institutions, 
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made clear to the patients that these visits are not for the purpose 
of making administrative decisions. 

A rather informal and flexible approach is employed in these 
visits, the psychiatrists sometimes questioning, sometimes answer- 
ing questions, often suggesting the value of discussion with the 
resident and of the patient’s relationship with him. In addition 
to the verbal exchanges, a good bit of communication passes in the 
manner of the patient’s acceptance of these visits, whether warm 
or distant, frivolous or serious, frightened or hostile. The atti- 
tude of the patient toward “rounds” is particularly noted, whether 
they are viewed as an examination, an opportunity, an ordeal, a 
social call, or a “treatment,” as well as the relationship between 
these attitudes and the patient’s attitude toward the resident phy- 
sician. Thus, the patient may react to the rounds visits as an un- 
welcome intrusion into his relationship with the resident, as an 
experience complementary to his relationship with him, or as an 
opportunity to complain to the supervisors about the shorteom- 
ings of the resident. The single, brief interview is an event in a 
weekly series and is so evaluated, as is the patient’s over-all 
progress. 

In the second phase of rounds, the residents, whose patients have 
been seen that day, meet in a group for an informal seminar with 
both of the senior psychiatrists. Here the procedure resembles, 
in some way, that of the visits with patients. Residents, in turn, 
are encouraged to present their currently pressing problems and 
difficulties with whichever patients they prefer to discuss. Some- 
times only one or two patients are considered at length; or there 
may be a brief, rapid run-down of a resident’s case load. The 
choice of procedure is influenced by the writers’ estimate of the 
resident’s current need and readiness to use one or the other 
means. In addition to these spontaneous contributions from the 
residents, there are observations, questions and suggestions by 
the senior psychiatrists. 


In these seminars, questions of general goals and techniques are 
considered but the emphasis is placed upon the specifie facets of the 
doctor-patient participant relationship, and the possibilities for 
therapy which lie in clarification in the resident’s mind of the de- 
tailed interaction occurring daily in his work with the patient. It 
becomes necessary to note the progress of the resident in the ac- 
quisition of skills and therapeutic attitudes, and equally obligatory 
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to bring to his attention recurrent difficulties which he encounters 
and precipitates in his work. 

It should be noted that both of the authors have had psycho- 
analytic training and conduct these seminars in the framework of 
psychoanalytie psychology, modified freely to fit the type of pa- 
tient or the orientation of particular residents. Some of the resi- 
dent physicians are in analytic training, others are not. There 
is no attempt to make psychotherapy with the patients conform 
to techniques of psychoanalysis as employed with psychoneuroties 
by practising analysts. 

The essential psychodynamic feature of this system of rounds is 
a “three-cornered” relationship in which the patient deals at some 
length with an assigned resident physician, and at the same time 
maintains a relationship with the senior psychiatrists which dif- 
fers in form and extent, in accordance with the needs of current 
situations. The degree of participation by the senior physician 
ranges from a minimum contact (weekly rounds visits which all 
patients receive) to a maximum contact in which an individual pa- 
tient has regular psychotherapeutice interviews with a senior psy- 
chiatrist in addition to those scheduled with the resident physi- 
cian. In addition to this modification in the amount of contact with 
the senior physician, there is, of course, tremendous variation in 
the roles which individual patients allocate to the other two figures 
in the triangle. The inner conflicts of the patients are expressed 
in the pattern of relating to, and using, the resident and senior 
physician. The writers will describe separately the various forms 
of senior staff participation which have been employed, and will 
give some clinival experiences illustrative of each. 


1. Weekly Rounds Visits 


These first-hand experiences with all the patients in active psy- 
chotherapy provide a valuable orientation for the supervisory phy- 
sicians. A newly-admitted patient first meets the senior physi- 
cians on a Monday or Friday, when they visit any patients ad- 
mitted that week; and the relationship is continued through the 
weekly visit on rounds. This relationship between patient and 
supervisory physicians can be described in terms of a single visit 
or in terms of its course over a period of time. 

An Initial Interview. A schoolteacher in her late 30’s was ad- 
initted to the hospital at her own request because of sleeplessness, 
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tearfulness, growing tension and “fear of insanity.” It happened 
that the writers’ admission visit interrupted her first interview 
with her resident physician. The latter had only a few months 
experience in psychiatry. He was endeavoring to determine her 
mental status. She was sitting near her window, looking flushed, 
frightened and overstimulated. One of the writers asked her 
what happenings had led to her hospitalization. Within a few 
moments she had used the word “too” some 10 times—she had 
been “too much alone, had not had too much sleep,” ete. She also 
used the word “little” some six times—“a little lonely,” ete. She 
then said, “I read by myself, work by myself, eat by myself, sleep 
by myself.” The other senior psychiatrist, who had been listening 
with the resident, experimentally put the words “too” and “little” 
together with the phrase, “I sleep by myself.” He concluded that 
the patient was concerned about autoerotic compulsions associated 
with a sense of self-depreciation. He communicated these thoughts 
in a note to the resident. In a few moments this guess was con- 
firmed when the patient, who did not see this transaction, continued 
her conversation with the other senior psychiatrist by describing 
her efforts to control inasturbation, explaining that she sought 
hospitalization so that she would not be alone and could not in- 
dulge. She carefully wiped her hands before shaking hands as the 
writers departed. 

COMMENT: In this three-way interview several things happened. 
The resident saw the approach by which the patient was permitted 
to tell her story: He also had a demonstration of a way of under- 
standing and anticipating what a patient is telling. The patient 
and the resident got over the initial obstacle of her doubt as to 
whether she could tell him her trouble. 

An Initial Interview. A middle-aged woman had tried for sev- 
eral months to cope with a schizophrenic illness by means of extra- 
mural psychotherapy, but had acquired suspicions that her ther- 
apist wished her to quit. She did so, and carried on alone for a 
time until her delusional experience resulted in such eccentric be- 
havior that her friends sent her to the hospital. On admission, 
she questioned the sincerity of her assigned resident physician. 
Ile was, in fact, acting more cautiously and neutrally than he felt. 
Her schizophrenic sensibilities picked up this fact and misinter- 
preted it to mean that he did not—that is, would not want to— 
understand her. In the initial interview with the writers, she told 
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of her strange recent behavior in a laughing, playful and belittling 
manner. One of the writers evinced interest in the inner meaning 
of the “strange” behavior, and elicited reference to her particular 
version of the catatonic dilemma, whether to be a god-woman or a 
devil-woman. The senior psychiatrist went along with her account 
and accepted it as understandable. He added a little to her story 
once or twice, proving that he did follow her. 

Later this patient told her resident that the psychiatrist on 
rounds had accomplished a “miracle.” She made progress in ward 
adjustments and gradually diminished her attention to her 
delusions. 

COMMENT: This interview demonstrated for the resident the pos- 
sibility of making contact with a delusional patient and the thera- 
peutic value of such an experience for the patient. He was able to 
abandon his formal “bedside” dignity, and the patient accepted 
him and undertook to work constructively with him. 

A Single Interview on Rounds. A woman in her mid-40’s was 
admitted to the hospital because of depression, agitation and ex- 
clusive preoccupation with delusions of poverty and starvation. 
Her symptoms had developed during two months following her 
divorcee. The relevant history was that her grandmother was di- 
voreed and lived with the patient’s mother. On this account, the 
father divorced the patient’s mother. When the patient married 
a very successful executive, her mother joined the household and 
remained over 20 years, after which the executive secured a 
divorce. 

The resident could elicit from the patient nothing but her delu- 
sions. One of the writers conducted a three-way interview in 
which the foregoing history was presented to the patient. The 
effect was an interruption of her agitation for only an hour. After 
five weeks of hospital care without improvement, resort was had 
to KE. C. T. which sueceeded in interrupting the depression. But 
the patient then entered a stage in which she appeared to be im- 
personating or caricaturing her divorced husband. She was im- 
perious, domineering, aggressive and contemptuous in manner and 
speech. This state persisted three weeks, during which she or- 
dered the psychiatrists on rounds to run errands for her. 

One day she ordered one of the writers to go at once to tell the 
medical director to come to her right away. This was met with a 
cool, level reply, “I am not an errand boy; you know how to send 
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messages, through the charge nurse.” She glared and turned 
angrily away. Later in the morning she again came up to ask 
angrily, “How can a gentleman insult a lady?” The psychiatrist 
replied dryly. “Perhaps I am not a gentleman, in your opinion.” 

The patient became unclear in speech, and tension and confusion 
mounted. The psychiatrist turned to his colleague with the sug- 
gestion that perhaps he could aid her in communication. He got 
her to repeat her question and replied with one of his own, “His 
answer irritated you?” She expostulated and was met with the 
comment, “You are quite heated up now.” She subsided verbally 
and appeared to be thinking. The next day she undertook to apolo- 
gize and was informed that that was not necessary, but that it was 
important that she understand what prompted her behavior. 
Thereafter her behavior toward others became less overbearing, 
she was friendly with both older psychiatrists. 


COMMENT: A blunt approach by the senior psychiatrist permit- 
ted this patient to experience overt anger which she had been able 
to express only in the disguise of obsessive power operations. 


Since the anger was focused on the senior psychiatrist, it left the 
resident available as a more neutral figure to whom she could talk 
about it. For the less experienced resident who was working with 
her, such an approach would have been more difficult and more 
threatening to the therapeutic relationship. 

A Series of Rounds Interviews with One Patient. A 33-year-old, 
single woman was hospitalized because of irritable and excited be- 
havior which had been increasing for three months. Overactivity 
was so marked that she was kept on a disturbed ward for the first 
four months of her hospitalization. During this time she main- 
tained a hostile, sarcastic manner in personal relationships, acting 
out in psychotic degree the role of a person subjected to humiliat- 
ing coercion by authorities who failed to give her the respect due 
an intelligent, responsible adult. In the psychotherapeutic rela- 
tionship with the resident physician, her verbal attack was so in- 
tense that communication was almost entirely one-way. She pic- 
tured him as an incompetent physician, without any sense of hu- 
mor, and totally unable to appreciate her value as a person. Much 
of the time she had to be in cold, wet sheet packs to control the 
overactivity and to protect other persons from her physical 
attacks. 
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Her parents had been divorced when she was nine years old. 
She had resented her mother’s remarriage but, throughout the 
years, had maintained a friendly contact with her father, fre- 
quently calling him at times when she was angry with the mother 
and stepfather, both of whom she felt were coercive and prestige- 
oriented. Thus, she said mother “rode a social horse” and dis- 
approved of boyfriends if the “pedigree” was uncertain, whereas 
the stepfather was “all right as long as everything went his way.” 

At the age of 30, she had a hysterectomy for a tumor, and at 31 
she reacted with depression when her fiance broke off their en- 
gagement after she had told him of the operation. 

With this brief background information, the patient’s disturbed 
reaction can be seen as an acting out of resentment against coercive 
authorities (mother-stepfather) as well as against the fiance who 
had rejected her. However, during this excited phase of her ill- 
ness, When she fought off almost everyone, she responded to one 
of the writers in a totally different manner during the weekly 
rounds visits. For example, on one of the first rounds visits she 
complained bitterly that the weather was cold but that she had to 
wear a cotton dress instead of a woolen one because of the incon- 
siderate attitude of the nurses and resident physician. The physi- 
cian agreed that the cotton dress was not very warm and, in the 
patient’s presence, suggested to a nurse that the resident physician 
be notified of her complaint. The following week, she was wearing 
a woolen dress when she was seen, and the physician greeted her 
with the comment, “That looks warmer than last week’s.” She 
responded in a soft, friendly voice (contrasting sharply with her 
usual manner of speaking), “Yes—I’m much warmer this week.” 
(It might be noted that, although the physician’s manner was quite 
matter-of-fact, he was aware that this interchange about “clothes” 
was also a comment on her relationship with him.) On another oe- 
‘asion, the patient, looking quite disheveled, was “too busy” with 
a magazine to acknowledge the rounds visit by the physician. He 
looked over her shoulder, and noted that she was leafing through 
a fashion magazine. He asked, “Which one do you like?” and 
again the patient smiled warmly, and indicated a picture of a beau- 
tiful evening dress, to which the physician commented, “You have 
excellent taste in clothes.” On another weekly visit, she was found 
pacing the corridor, working at a crossword puzzle. She rushed 
to the physician, and showed him spaces in the puzzle for a seven- 
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letter word, asking if he could help her with it. Suspecting that 
she knew the answer, the physician (who actually did not) said, 
“T don’t know—what word have you thought of?” Obviously 
pleased, she gave the correct word, filled it into the puzzle, and in a 
soft voice said, “Maybe you could help with this one,” pointing to 
two spaces of a three-letter word, one letter of which had been part 
of the first word. The second word, much easier than the first, was 
supplied by the physician, and she thanked him warmly. Having 
been allowed to do the difficult one, she rewarded the physician by 
letting him do a much simpler one, thus acting out the prestige 
issue with him. 

In this type of role, it was possible, during the weekly rounds 
visits, for the physician to listen to, and acknowledge, the angry 
and hurt feelings she experienced toward the assigned resident 
physician and to suggest in various gentle ways that apparently 
she had to fight because she was afraid of being hurt. Eventually 
her relationship with the resident physician became more comfort- 
able, her excitement subsided, and she was moved to a less dis- 
turbed ward. 


COMMENT: During a phase of her psychosis, when most per- 
sonal relationships were threatened by stormy acting out of hos- 
tility toward “had” authorities, this patient used the weekly 
rounds visits to maintain a friendly and supportive relationship 
with a senior physician. This pattern was similar to the manner 
in which she had turned to father when she got angry at mother 
and stepfather. 


2. Three-Cornered Interviews 

When it seems indicated, the senior psychiatrist can make an ap- 
pointment to interview a patient in the presence of the resident 
physician. Such three-way interviews may be scheduled at the 
request of a patient, the resident physician, or on the initiative of 
the senior psychotherapist. The purpose may be to demonstrate 
and clarify psychopathology which the resident has not grasped, 
or to estimate feasible therapeutic goals and techniques, or to 
“bail out” a resident who has become entangled unconstructively 
with a patient. 

Three-Cornered Interview. A resident, who had been keeping 
scheduled appointments with a young woman patient who used 
them to no discoverable, constructive purpose, asked for a three- 
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cornered interview, following which the resident wrote up his ob- 
servations, indicating that he had, for the first time become aware 
of the patient’s “body armor” and a way to utilize it. The patient 
began the interview with her stereotyped complaint. “I’ve done all 
I can, I can’t go further; I’ve got to have help; I’ll be crazy the 
rest of my life if I don’t get help.” The interviewer elected to 
comment on the patient’s stiff posture and on a facial expression 
which looked as if she were holding something back, perhaps tears. 
She responded by increased restlessness, tension and tears, which 
she wiped with the back of her hands. She was handed Kleenex. 
The patient appeared nonplussed and at a loss for words. It was 
remarked that she seemed suggestible and possessed of ability as 
an actress. This produced a flow of words, some of which mim- 
icked people who had admired her as a child, while others conveyed 
with bitterness and heavy sarcasm her mother’s criticisms and her 
efforts to marry her off to social advantage. 


COMMENT: This clarified for the resident the importance of 
body armor (muscular tension) as a defense against affect. In 
future relationship with the resident the patient was able to bring 
out more feelings about the mother. 

A Three-Cornered Interview. A resident requested this inter- 
view as an aid in getting therapy started. The patient, a young 
man, limited his verbal communication to the statement that he 
wished to change his religion, and that his family hospitalized him 
to prevent this. The patient appeared sad and dejected, with 
averted eyes. He was encouraged to tell his story. The inter- 
viewer confessed that from the patient’s point of view this situa- 
tion was unfair, and he learned that the hospital was regarded as 
a prison where parents could keep their naughty children. The 
patient wept silently, tremblingly, as a child. After a moment he 
was gently asked what caused him to want to change his church— 
what was the difference in the two churches. He replied that his 
father’s faith included the doctrine of predestination, whereas the 
church he wished to join taught that sinners who repent can be 
forgiven. There followed an apparent detour in which he was led 
to describe two friends who belonged to the forgiving faith; he had 
known them since childhood. He was led by quite discreet ques- 
tions to confess to some slight youthful sexual investigative acts. 
There was a tense, angry moment when he was asked if he had 
ever had intercourse. He appeared frozen in his misery. He con- 
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fessed one mutual sexual experience with a boy. Rather forceful 
asking for details brought forth an unhappy story from the 
squirming patient. 

There was some brief reference to a recurrent dream of the pa- 
tient. He was then brought up to the time of onset of his illness, 
and it was learned he had discontinued masturbation just when he 
became concerned about religion, and when he became ill. This 
interview had been very painful to the patient. He was allowed to 
become emphatically indignant and angry with the interviewer. 
The interview terminated, he refused to say goodbye, but returned 
to his ward chatting in a friendly manner with his physician. 

COMMENT: Some ice was broken, some hostility deflected from 
the resident physician. Also, the interview demonstrated the role 
of religious preoccupations as an attempted solution of sexual con- 
flicts, a concept hitherto theoretical to the resident. 


3. Forms of Continued Participation 


Growing out of initial interviews, rounds, or three-way inter- 
views, various forms of continued participation are found useful. 
There may be a few repeated interviews or more prolonged three- 


way therapy. The following are examples: 


Short-Term Intervention. A young, single woman was admitted 
to the hospital because for two years she had been having “at- 
tacks.” Headaches were the most prominent symptom at the be- 
ginning of this illness but later attacks included sudden noisy 
respiratory difficulties, (called “talking back” by the patient) 
fainting spells, periods of clouded consciousness and spells of con- 
vulsive movements during which she banged her head on the floor. 
After repeated hospitalizations for these symptoms she was finally 
referred to Sheppard and Enoch Pratt Hospital for prolonged 
“intensive psychotherapy.” She stated at admission, “I came to 
get active psychotherapy. I don’t know what’s real any more. I 
know I am here, but then again I don’t know. I'd like to find out 
why I don’t want to see my parents, why T had to be hospitalized 
to begin with, why I ean’t go to school, why everything. I am just 
mixed up over everything.” 

When the writers first saw this girl, she presented a “blankness” 
of facial expression and mental content which reminded one of 
them of patients who have had prolonged electric shock therapy 
(she had not had any). 
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By the third month of hospitalization, the resident physician 
requested a three-way interview with one of the writers. He felt 
baffled by the blandness of the patient and the persistent bewildered 
blankness of her mental content. In this three-way interview the 
senior psychotherapist questioned the patient extensively, clarify- 
ing the patient’s “not knowing” as a technique for warding off fear 
of psychie depths. At one point in the interview, a few sado- 
masochistic memory fragments broke through the “not knowing” 
defense, particularly some thoughts about father (who was a 
butcher) slaughtering some pigs. As she told this she raised her 
chin, beginning to choke and having difficulty swallowing and 
speaking. Following this interview it was suggested that one of 
the writers might intervene a few times with hypnotherapy to fa- 
cilitate further collaboration between her and the resident (who 
had no experience with hypnotic techniques). Accordingly, one 
of the writers saw her for six hypnotic sessions. These sessions 
afforded the resident physician an opportunity to observe hypnotic 
techniques, and also uncovered some early memories which were 
threatening the patient’s ego integration. At one point, while re- 
membering an incident from four years of age the patient, even 
under hypnosis, refused to go on, saying, “No, no, I can’t!” as rage 
developed. During these sessions, strong and persistent sugges- 
tion was made that her attacks represented a re-living of frighten- 
ing memories, that she would be able to express these memories in 
dreams rather than in attacks, that she would gradually be able 
to recover these memories in her talks with the resident physician, 
but that the memories would not come any faster than she and the 
resident could deal with them. 

Following this intervention, the ccllaboration between the pa- 
tient and resident physician became more fruitful. She began 
to bring in dream fragments and to associate more freely. About 
two months later she did go through a rather severe but brief epi- 
sode of panic associated with the idea that she had hated and 
killed an earlier therapist. She was able, however, to maintain 
contact with the resident, and come out of this experience much 
more of a “person.” 


COMMENT: Intervention by senior psychotherapists in the form 
of a three-way interview and then six three-way hypnotic sessions 
assisted the resident in understanding the importance of “not 
knowing” for this patient, demonstrating for him something of 
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what motivated this defense as well as the application of hypnosis 
to facilitate overcoming it. 

Short Term Intervention. A young woman, married 10 years, 
was admitted on voluntary application, pregnant, demanding abor- 
tion and threatening suicide. She had courted and very cleverly 
won a brilliant husband who was not eager for the marriage. When 
he came to express love for her she became frigid, critical and 
competitive, refusing to co-operate in his plans for their social 
career. 

Over two vears previously, she had entered psychiatric treat- 
ment to solve the marital conflict. She promptly became pregnant, 
had a difficult labor and a brief postpartum psychosis, rejecting 
the child and fearing she would destroy it. She continued to avoid 
intimacy with the child. The psychotherapy progressed satisfac- 
torily until six months before hospital admission. ‘Something 
went wrong” when her psychiatrist became ill. A few months 
later, she deliberately became pregnant—imagining the child to be 
that of her psychiatrist. The recognition that this was a futile 
fantasy led to depression and admission to the hospital. 

In the hospital she endeavored to substitute the resident for her 
former therapist. In this setting, he became aware of her early 
history and of her habitual defensive maneuvers. The history 
records a mother who told the patient of her very diffieult dry 
labor and that she (the patient) had ruined the beauty of her 
mother’s breasts. The father was a “pitiful romantic figure.” The 
parents were divorced when the patient was 11, and both remar- 
ried unhappily. One grandmother was described as a “bitch who 
said I was bad like my father” and the other, as one who “spoiled 
me when young.” <A grandfather was a good figure. 

The characteristic defenses were noted by the resident as “util- 
izes personality to manipulate others, charming, seductive, like 
a child demanding love and attention,” also “highly intelligent, 
using intellectual fencing denials,” also “amazing ability to aecept 
fantasy as fact.” 

The patient made progress. One of the writers consulted the 
patient and resident separately concerning the demand for abor- 
tion. By implication he discouraged the abortion, which she de- 
cided against. Then, inadvertently, the patient learned her former 
therapist’s wife had a child. The patient described an acute cata- 
tonic experience—she said her head blew apart, her shoulders came 
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through her chest, and she became confused, de-realized, desperate. 
She very angrily demanded an abortion, threatened again to com- 
mit suicide, and gave her three-day notice of departure. The resi- 
dent’s conversations with her appeared merely to offer a challenge 
to unreasonable excesses of destructive vindictiveness. 

The senior psychiatrist was again called in consultation. In his 
first interview with the patient, he did not attempt to discuss the 
threat to leave the hospital. This clearly surprised the patient. 
It was an intellectual tactical duel, tacitly enjoyed by both. The 
interview did recapitulate the facts known to the senior psychia- 
trist (largely by communication from the resident) having to do 
with the patient’s frightful self-destructive life pattern, from in- 
fancy to the present. There was a tearful collapse of defensive- 
ness and an appeal for help. Briefly the patient’s assets, the good 
qualities of the child hidden in her (double reference to her in- 
fantile self and her fetus), the simple satisfactions available to 
her, were reviewed. The decision was hers, the psychiatrist was 
willing to be useful if she decided to try for self-preservation. 

The next day the senior psychiatrist saw the patient, just before 
the deadline for her withdrawal of notice to leave. He did not ask 
her decision nor attempt to lead the talk. She appeared softened, 
pathetic, yet warm. Toward the end of the available time for the 
interview she asked if he would help her with her withdrawal no- 
tice. He offered pen and paper but declined to dictate the note. 
He took the note for her to the administrator. Thereafter therapy 
continued in regular interviews with the resident. On rounds there 
was a brief, warm exchange between the patient and senior psy- 
chiatrist. Later the patient told the consultant that he had known 
how to let her turn off her self-destructive motor. Things were 
not qui:e that satisfactory, but furtner therapy had been facil- 
itated. 

COMMENT: Here the senior psychotherapist intervened to assist 
the resident during a critical phase of the therapy. 

Continued Three-Way Therapy. At present the writers are try- 
ing out, experimentally, the use of two psychotherapists with one 
psychotic patient. By this arrangement, the patient has regular 
scheduled interviews with a senior psychiatrist in addition to 
those with the assigned resident physician. The writers are not 
yet ready to report details but will illustrate the technique in 
terms of a patient. 
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A single woman in her mid-30’s had failed to progress after one 
year of hospitalization at Sheppard and Enoch Pratt. She re- 
mained withdrawn, flat, and talked to herself in a monotonous 
fashion, much like a litany. The content was restricted to a few 
obsessively-repeated thoughts, “The brain is dead,” “If only I 
could die a natural death,” and “I'll be electrocuted.” This illness 
had started two vears prior to admission and had failed to respond 
to insulin and electric shock therapy in other hospitals. 


When the question arose as to further therapeutic plans, the 
writers decided to find out how she might respond to two ther- 
apists. For the experiment, one of the writers arranged to see her 
six times a week for 30 minutes, concurrently with her one-hour 
interviews with the resident three to four times a week. Each 
therapist made detailed notes on his interviews regularly available 


to the other therapist, so each might be informed of the happenings 
in the preceding interview. By pre-arrangement, the senior con- 
sultant undertook a vigorous frontal attack upon the patient’s psy- 
chotie defenses of denial of fact and feeling. It was anticipated 
that the junior physician would be available to offer the patient 
some support and sympathy, serving as an object for positive 
feelings. 

For a few weeks, the patient responded with increasing hostility 
to the senior therapist, using her time with the resident to recount 
to him details of what had developed in her talks with the senior 
therapist. However this pattern was interrupted when her rela- 
tionship with the senior therapist acquired erotic meaning and she 
brought out memories and fantasies of masochistic sexual content. 
At this point, the senior therapist became somewhat less active, 
whereas the resident, who had been mainly listening, became some- 
what more active. A systematic and persistent clarification and 
interpretation of her techniques for warding-off affective re- 
sponses to current interpersonal experiences resulted in a gradual 
increase in the patient’s awareness of her emotional experience. 
After several months, a course of insulin coma therapy was utilized 
as an adjunct to psychotherapy. This time her response was more 
favorable than it had been in the earlier courses of insulin. A 
number of other measures have been utilized where indicated by 
the nature of the psychodynamic issues. Thus, when it became 
apparent that the patient spent hours playing solitaire, as part of 
her technique for withdrawing, an order was left forbidding soli- 
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taire. At another point, she was concerned about absence of bodily 
sensation. Hydrotherapy and massage were prescribed with the 
specific purpose in mind of reviving her experience of bodily sen- 
sations in the presence of another person. 

COMMENT: In addition to the teaching value for one resident of 
such close collaboration with a more experienced therapist, this 
case has been discussed in staff meetings and has served as a 
demonstration to the resident staff of the possibility of, and diffi- 
culty of, doing psychotherapy with a severely psychotic patient. 


SUMMARY 


The writers have attempted to report the methods, centered in 
“rounds,” which are utilized by them to care for patients directly 
and through the resident staff, and utilized to train the staff in the 
art and techniques of psychotherapy. Special instances have been 
reported. They, perhaps, give a somewhat false impression, in 
that they are selected to illustrate some rather dramatic themes. 
They are not the general routine of daily experience. 

The care of patients requires time, and much time, between dra- 
matic episodes. The learning of psychotherapy may be punctuated 
by special events, yet, in the main, it is a gradual, steady process. 

The funetion of the senior physicians is not at all that of ma- 
gicians who dazzle their juniors; it is rather that of optimists, 
with patience, who are alert to encourage these attributes in pa- 
tients and staff alike. Sometimes stimulation is needed to avoid 
institutional inertia and pessimism, frequently support is in order 
to encourage persistent effort even in the attainment of modest 
goals. Perspective needs to be restored from time to time while 
the processes of therapy go on. 

It is in this sense that the writers have found the technique of 
rounds valuable. 


Sheppard and Enoch Pratt Hospital 
Towson 4, Md. 











SOME VALUES OF THE USE OF MULTIPLE THERAPISTS IN THE 
TREATMENT OF THE PSYCHOSES* 


BY MALCOLM L. HAYWARD, M. D., JOSEPH J. PETERS, M. D., AND 
J. EDWARD TAYLOR, M. D. 


During the past few years, under the leadership of Dr. Carl 
Whitaker and his group, the writers have become increasingly 
impressed by the value of multiple therapy. By this, is meant a 
course of intensive psychotherapy where two or more doctors are 
simultaneously present at all interviews, so that a group situation 
is formed. In this paper, the writers will try to describe some of 
the benefits that have been encountered. 

Probably the most valuable use for multiple therapy is in clear- 
ing up a therapeutic impasse, such as tends to occur in very sick 
patients where the transference will build up to such a point of in- 
tensity that it becomes illusional. Once this oceurs, the patient 
often will not, or cannot, clarify the situation, and treatment comes 
to a standstill. For instance, a woman patient came to a point 
where she did nothing but berate the therapist for being a “filthy 
old man” who wanted to make sexual advances. So strong was 
the positive Oedipal wish that treatment was completely arrested 
for a period of two months. When a second therapist joined the 
interviews, the illusional quality of the relationship rapidly dimin- 
ished, and treatment began to move ahead again with new mate- 
rial. The second doctor apparently acted in part as a chaperone, 
for the patient greeted him eagerly, saying, “Good, you are here 
to protect me.” 

In another instance, a paranoid male patient became so threat- 
ened by his homosexual and dependent drives that he resorted to 
violent attack in order to interrupt treatment. Nurses or mechani- 
eal restraint only made the situation worse, as they drove the pa- 
tient to withdraw into sullen silence. Under the constant threat of 
attack, the therapist became frightened and stopped making the 
necessary interpretations, so that the outlook for treatment seemed 
very poor. However, when a second therapist entered the case, 
the relationship quieted down and treatment could start to move 


*Read before the monthly meeting of the Philadelphia Psychiatric Society, May 
18, 1951. 

From the Hall-Mercer & Pennsylvania Hospitals and the department of psychiatry, 
University of Pennsylvania School of Medicine. 
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again. This case not only demonstrates how multiple therapy can 
help in an impasse, but also shows how it can be used to allay the 
fears of a single therapist, faced with a dangerous situation. The 
increased strength to withstand emotional or physical onslaught 
that comes from working with one or more colleagues can do much 
to improve the ability of all the doctors to carry on good therapy. 

A second problem which multiple therapy can do much to solve 
arises from the intense ambivalence that is present in schizo- 
phrenic patients. Love and hate are both felt so strongly that they 
tend to neutralize each other, leading to the so-called “flattened 
affect” of schizophrenia. When working with a single therapist, 
the patient will often show great difficulty in expressing any feel- 
ings, because of this intolerable mixture of love and hate. When 
two or more physicians are present, the patient can split up his 
feelings, so that strong affection is expressed for one physician 
and hostility for another. This, of course, speeds treatment 
greatly, since these emotions can then be clarified, whereas a lack 
of affect in a patient gives little to work on. At this point, it 
might be well to mention that the objection most commonly raised 
to this type of work is that of added expense. Actually, it would 
appear that the increased pace of treatment will, in most cases, 
more than offset the expense. 

Warkentin, Johnson and Whitaker’ have described their experi- 
ences as follows. “As the interviews continued, the patient grad- 
ually came to respond quite differently to the various therapists. 
He would sometimes react positively to one therapist, be indiffer- 
ent to another, or perhaps be openly hostile to a third. It seemed 
as if the patient sensed the minutiae of personality differences 
and magnified them so as to represent the whole person of the 
therapist. As therapy proceeded, such a patient might seem to 
reject one or more of the therapists with a statement such as ‘I 
was hoping you wouldn’t be here today, so I could get some help 
without your interfering.” On such occasions, however, when it 
was impossible for a ‘hated’ therapist to be present for the inter- 
views, the patient was definitely disturbed by such an absence. As 
a result of this it was made a fairly rigid rule that an interview 
be postponed unless all therapists could be present. An exception 
to this rule was sometimes made, when a therapist announced well 
in advance that he would be unable to be present, and the patient 
seemed to accept this arrangement emotionally.” 
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Probably another factor that operates in multiple therapy is the 
intensity of the emotional experiences that can be built up. In 
the case of a woman suffering from an agitated depression, treat- 
ment was begun with three doctors. For the first two interviews 
no response could be elicited from the patient who would only weep 
and wring her hands. ‘Two of the doctors began to express strong, 
divergent feelings about her; one doctor stressing the patient’s 
need to be comforted, the second maintaining angrily that the pa- 
tient was rejecting all efforts to help her. A stormy argument en- 
sued, during the course of which the patient stopped erying, sat up 
straight and began to smile. From that time on she was able to 
start participating in the interviews. Apparently, the intensity 
of the quarrel between the doctors impressed upon her the strength 
of their desire to help her. 

uven more spectacular was the case of a hebephrenie girl who 
could only posture and grimace so that she had been unable to en- 
ter into any therapeutic relationship. She was seen by a group of 
nine doctors, and a great many strong feelings were expressed. 
At the end of only five multiple therapy interviews, this patient was 
free of overt psychosis and was able to leave the hospital. 

Whitaker and his colleagues’ have described their impressions 
as follows: “The therapists functioned as a powerful unit. A pa- 
tient might partially discount the warm acceptance of a single 
therapist; but when three or more therapists worked with him, 
he seemed to feel the situation almost as a cultural acceptance, as 
if the whole world were with him. He felt safer in his dependence 
on the strength of the therapists and was less guilty over his ag- 
gressive or hostile feelings. One patient expressed this, saying, 
‘This is the first time I’ve been able to fight with somebody and 
not be sorry afterwards.’ This strength of multiple therapists 
seemed to lie largely in the multiplication of emotional overtones. 
The patient felt more fully understood.” 

Multiple therapy gives promise of offering an invaluable method 
for training students. Hadden’ has used the technique for giving 
training in the field of group therapy, and Dreikurs* has found it 
valuable for training students in the treatment of the neuroses. 
When one comes to giving training in psychotherapy for the psy- 
choses, multiple therapy seems particularly valuable, since students 
frequently withdraw from this work from fear of the intense emo- 
tions that are stirred up in the relationship. If the student can 
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work with one or two experienced men, he can get the necessary 
moral support to carry him along until he has become accustomed 
to the work and can feel more at ease when working alone. 

When a patient is severely ill, so that all the pertinent material 
is hidden and disguised, the presence of more than one doctor can 
do much to pick up a greater number of clues as to the conflicts in- 
volved. <A particularly vivid example of this occurred in a young 
woman suffering from an agitated, hebephrenie form of schizo- 
phrenia. In the course of therapy, she repeatedly attacked one of 
the therapists, so that he had little or no opportunity to look for 
symbolism in the situation. The second doctor, however, was able 
to observe certain actions that led him to realize the patient was 
imitating a horse. When interpretations were made to her, it 
became apparent that she was identifying herself with a pet horse 
from her childhood. The mother had had this animal killed—for 
no good reason—which had enraged the patient. In her psychotic 
state, the first therapist became the hostile mother against whom 
the horse had to fight desperately. Once this problem had been 


made clear the illusion lifted and the relationship improved 
markedly.‘ 


Discussion 

This field is so new, and so little data has been accumulated as 
yet, that any discussion of the dynamics of multiple therapy must 
still be based chiefly on speculation. However, one line of think- 
ing seems to the writers to contain useful possibilities, 

Devereux’ has suggested that day-to-day living tends to be an 
emotionally-disintegrating and fragmenting experience. All day 
long we are forced to deal with people, some of whom we love, some 
of whom we hate. Some we envy, others we fear. Most of these 
experiences tend to deplete our strength rather than increase it. 
Since the psychotic patient is already suffering from fragmenta- 
tion of his personality, he is unable to benefit from most of his eon- 
tacts with people; but, in the setting of multiple therapy, he finds 
a group of people, all working to help him to understand his needs 
and integrate the conflicting forces in his personality. This line 
of thought would certainly seem to be borne out by a schizophrenic 
patient who, in the Rorschach test, saw herself supported between 
the two therapists who were both pushing to hold her together. 
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Another patient explained her improvement as_ follows: 
‘Patients laugh and posture when they see through a doctor who 
says he will help but really can’t or won’t. The patients try to 
divert and distract him so that he won’t go into anything impor- 
tant. When you find people who can really help, you don’t need to 
distract them. You can act in a normal way.” 


The concept of an integrative function seems to be further sup- 
ported by the work of Buck" who has studied by analysis the phe- 
nomena arising in the members of a therapy group. She finds that 
a well-formed group produces an atmosphere which is markedly 
sensitive and constructive. The study of the dreams of the mem- 
bers shows that the problems of any one member produce a reac- 
tion in all the other members, so that the problem is worked 
through by the whole group. It would seem that these extra forces 
help each member to integrate. 

These experiences have brought about a major change in our 
thinking concerning the atmosphere that should be established for 
the psychotic patient in his therapeutic interview. Except in the 
field of group therapy, psychiatry has tended to stress the need for 
the strictest privacy between the patient and his doctor. It would 
now seem that, in the treatment of psychosis, this is not necessarily 
a desirable situation. Actually, the patient may be helped by the 
“safety of numbers” and can feel more at ease about expressing 
strong feelings, even of sexual attraction, when more than one phy- 
sician is present in the room. Second, the group can do more than 
a single doctor to produce a strong and integrative emotional 
experience. 

SUMMARY 

Multiple therapy is a form of intensive psychotherapy in which 
—as it is discussed here—two or more doctors are present at all 
interviews. This technique shows great promise of giving help in 
overcoming certain of the outstanding problems that are encoun- 
tered in the therapy of psychotic patients. Principal among these, 
is the therapeutic impasse where the patient develops such illu- 
sions about his physician that he can no longer work with him. 
Secondly, multiple therapy gives moral and physical support in 
the presence of threatening patients. By offering more targets for 
the expression of ambivalence, therapy can be greatly speeded and 
made much more dynamic. A greater degree of understanding ean 
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be gained and a stronger integrative force can be exerted by mul- 
tiple therapists. Finally, this technique seems to offer an excellent 
means of training new therapists who usually feel threatened at 
first by the intense emotions of psychotic patients. 


111 N. 49th Street 
Philadelphia 39, Pa. 
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ON A SPECIFIC SOURCE OF RESISTANCE IN PSYCHOTHERAPY 
HITHERTO UNDERESTIMATED: THE QUASI-MORAL 
CONNOTATION OF NEUROTIC SYMPTOMS 


BY EDMUND BERGLER, M. D. 


Difference Between Two- and Three-Layer Structure in 
Neurotic Manifestations 


The problem of whether the neurotic symptom is built upon a 
two- or three-layer structure is, so far, controversial. The original 
Freudian formulation envisaged two layers: An unconscious wish 
is counteracted by a veto of the inner conscience (super-ego) ; the 
“masterpiece of neurosis” solves both contradictory tendencies in 
a compromise. To exemplify with a specific type of street fear: 
The repressed wish is exhibitionism; conscience objects because of 
the Oedipal connotations; the result is an inhibition of entering 
the street at all; however, the “return of the repressed” is still 
visible, since every time the agoraphobe even thinks of the “dan- 
gers” of the street, he experiences unconscious exhibitionism. The 
tenacity of the symptom is explainable by the tenacity of the re- 
pressed infantile guilt-laden wish, connected with Oedipal 
fantasies. 

Enlarging on these assumptions, the present writer suggested 
in a long series of publications, summarized in his book, The Battle 
of the Conscience (1948), The Basic Neurosis (1949), and Neurotic 
Counterfeit-Sex (1951), that every neurotic symptom is built on a 
three-layer structure: Unconscious wishes do not come to the fore 


directly, only secondary defenses against these repressed wishes 


do. According to this assumption, an unconscious wish is pre- 
sented (by the “id”); the super-ego objects; the “unconscious law- 
yer” (unconscious ego) presents a defense mechanism. This, too, 
is insufficient, and secondary defenses are created; only the latter 
enter the structure of the symptom. 

To continue the example of street fear: The unconscious wish 
is peeping (voyeurisin) ; the super-ego vetoes the wish; the defense 
of exhibitionism is created. Only against the substitute wish, sec- 
ondary defenses are created, visible in the symptom, e. g., pre- 
cautions centering around avoidance of the street, fear, ete. The 
whole intrapsychic tug of war is spuriously diverted to the de- 
fense, in this case, exhibitionism. All guilt, pertaining to the real 
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repressed wish (peeping) is shifted to the defense (exhibitionism). 
By “taking the blame for the lesser crime,” the inner battle is 
fought on a spurious front. 

In short: The neurotic symptom is not a simple defense against 
an unconscious wish, but a defense against the defense. 

There is more at stake than a simple architectonic predilection 
for simpler buildings and for skyserapers, respectively. When 
wish and defense (both unconscious) are confused in the interpre- 
tion, the physician—unwittingly but with surety—strengthens the 
inner defense, instead of destroying it. For the patient and his 
possible cure, the difference is by no means a purely theoretical 
one. In the previously enumerated books, a great deal of clinical 
material is compiled, exemplifying the vital and practical import- 
ance of this point. 

The moment one thinks through the thesis of a three-layer struc- 
ture in all neurotic symptoms, the doubt presents itself immediately 
as to whether the tenacity of neurotic symptoms, and their re- 
silience in therapy, is in direct relation to the strength of the 
unconscious wish. If symptoms represent but reverberations of 
the “second line of defense in depth,” the strength of the symptom 
corresponds to the strength of the defense, and not of the inner 
wish. Hence, the convenient excuse for therapeutic failures, “the 
patient clings too much to his inner wishes,” is slightly obsolescent. 

Since all inner defenses are built for the benefit of the torturing 
inner conscience, a scrutiny of intrapsychic “justice” is unavoid- 
able. 


Il. Difference Between Societal and Intrapsychic Justice 

Law in civilized society rests on the individual responsibility 
of the law-breaker. Complicated legal safeguards are invoked to 
prevent the miscarriage of justice. Hence, the precept of collective 
legal responsibility is abhorrent to our sense of justice. The idea 
that A has committed a crime for which B, who has no part in it, 
should be held responsible, is abhorrent to us. Nothing has en- 
raged contemporary civilized people more than the re-introduction 
of the barbaric hostage-system by dictators. 

In general, the “sense of justice” is taken for granted, is simply 
viewed as a cultural achievement. The former has, however, a 
complicated substructure which can be studied through the pro- 
cedure with which it is (at least partially) implanted in the child. 
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The educational argument is simple and impressive: “What would 
you say if that should happen to you?” Education—cultural edu- 
cation, that is, and not the biased-ideological one (bordering on 
criminosis) taught under all forms of dictatorship—makes the 
child feel the direct and personal connection with the wrong done 
to the innocent victim. That external identification later becomes 
internalized. In favorable cases the result is one of the bases of 
the sense of justice. 

Another reason for building up the sense of justice is based on 
the educational necessity of rewarding good behavior. Were in- 
justice dominant in the nursery, the child would not get the neces- 
sary reward for self-restraint. The reward-punishment theory is, 
as time goes on, understood by the child. The premium of ap- 
proval and parental love is a good taskmaster. 


Certain contradictions even in civilized law show, however, that 
strong inner opposition must be overcome before the sense of jus- 
tice can be achieved. Nobody has yet explained sufficiently why a 
person can be sent legally to his death—convicted on circumstan- 
tial evidence only. Repeatedly suggestions have been put forward 
to change the procedure of criminal law in such a way that capital 


punishment can be applied only in cases in which conviction is 
achieved by attested eyewitnesses. Even then the possibility of 
inisearriage of justice cannot be fully excluded. Still, should later 
developments prove the innocence of the person convicted (but not 
put to death) on circumstantial evidence, restitution and rehabili- 
tation is more easily made than if the victim has already been 
legally exterminated. On the other hand, the admissibility of cir- 
cunstantial evidence in court shows that the law overrates the 
value of common sense in judging the evidence. 

Another facet of the same problem is the morbid interest of 
some sections of the public in criminal cases. This gives the im- 
pression that some vicarious pleasure is extracted from them— 
hidden behind thin rationalizations.* 

Admittedly, the human mind is full of imperfections. The fact 
remains, however, that very serious and even partially-successful 
attempts have been undertaken through many centuries, to build 
up the structure of law, protecting the innocent and punishing the 
wrongdoer. Though cynics make merry of these attempts, the 

*See Bergler, E.: Mystery fans and problems of ‘‘ potential murderers.’’ Am. J. 
Orthopsychiat., 15:309-317, 1945. 
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observable fact is to be recorded that the majority of law-abiding 
citizens fully approve—even inwardly approve—of the dictum 
“erime does not pay.” More: Justice toward others pays divi- 
dends, too. 

All the contradictions in cultural and conscious law are better 
understood when contrasted with the unconscious law. The in- 
ternal, hence unconscious, law is regulated by precepts of quite 
different character. 

To start with: Unconscious tendencies are more “interested” in 
merely being discharged, than is the specific person upon whom 
they are discharged. Thus, the most sacred paragraph in con- 
scious law—‘only the guilty one can be called upon to expiate his 
crime”—is violated. Inner drives and their reverberations have 
but one propelling tendency: To be discharged outwardly and so 
“diverted” from the person himself. The victim is chosen more or 
less indiscriminately. Freud, to whom we are indebted for a good 
portion of all the facts known so far about the unconscious, illus- 
trated this strange tendency of the “choice of victim” with an 
anecdote: During war time, in a small village in the war zone, the 
only shoemaker in that village was condemned to death by a court 
martial as a spy. Whereupon the mayor of the village petitioned 
the presiding officer with these words: “We cannot do without the 
only shoemaker in the village, so please spare his life. However 
we have three tailors, so you may hang one of them... .” 

Besides exchangeability of by-chance objects, unconscious “jus- 
tice” is regulated by a precept foreign to conscious law: deed and 
thoughts are made equivalent. The most hideous “thought-police” 
of a cruel police state seem poor little children, compared to the 
“infernal-internal thought police” to quote a witty patient) of the 
unconscious. Clinically visible is that strange equation: Thought 
equals deed in neuroties. Nearly nine-tenths of all the “crimes” 
for which a neurotic punishes himself, were never executed in 
reality and remain in the realm of fantasy—unconscious fantasy, 
to boot. 


Another distinction between the two types of justice is the in- 
ability to hide anything from the internal judge—the unconscious 
conscience. The latter has a direct “television and eavesdropping 
set” to the department of unconscious wishes. There is no hope 
of circumventing the omniscience of conscience. Though one must 
admit that newer methods of the criminologie laboratory coupled 
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with police leg- and question-work (plus the criminal’s “mistakes,” 
based on his unconscious wish to be punished) make for excellent 
statistics of detected crimes; a percentage, nevertheless, remains 
undetected. The statistic of the unconscious is still better: It re- 
cords a round 100 per cent. The severity of punishment also is 
different in the two types of justice. The formula of conscious 
Justice is the precept, “Let the punishment fit the crime.” Al- 
though what is considered a crime may vary in different cultural 
orbits, the distinction between lesser and greater offenses is main- 
tained. A misdemeanor is distinguished from a felony; the penal- 
ties imposed correspond to the gradation of the offense. Nothing 
of this division is discernible in the unconscious. The punishment 
imposed is disproportionate, compared with society’s justice. Since 
inner conscience is a torture chamber, leniency is not to be ex- 
pected. Ilence, once the ogre has caught up with the victim, he 
makes the most of it. He imposes penalties in the form of depres- 
sion, dissatisfaction, self-reproaches, self-damage, sometimes 
suicide. 

The severity of intrapsychic punishment is increased by another 
peculiarity of conscience: It connects the specific crime with sim- 
ilar ones in the past. A defendant arraigned for not paying ali- 
mony and standing trial before a judge has to defend himself only 
against that charge and nothing else. Assuming that conscience 
accuses a neurotic of refusal of money to his ex-wife, it enlarges 
the indictment twofold: It hits at the genetic basis, expressed in 
refusing, and drags out a hundred and one instances from the past, 
though completely unrelated to the actual charge, in which the de- 
fendant was “mean” and “refusing.” The result is that depres- 
sion increases and “inner justice” punishes, not once but innumer- 
able times, for the same offense. Thus one of the basic tenets of 
interpersonal justice, “A defendant cannot be punished twice for 
the same offense,” is violated before the forum internum. 

All reiterations of inocence presented by the defendant before 
the inner court are fruitless; no less than the defendant’s indig- 
nant demands for an appeal to a higher court: The judgment of 


conscience is final. Only in society’s justice, can a case be pre- 
sented for a re-trial; in intrapsychic “justice” the first verdict is 
also the last one. Even in wartime at the front, judgment of a 
court-martial must be confirmed by the commanding general. That 
safeguard, too, is missing when dealing with conscience. 
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Treatment of the whole problem of expiation is diametrically 
opposed in interpersonal and intrapsychic justice. Modern erim- 
inal law looks at punishment as a debt the criminal owes to society. 
Punishment is imposed and is limited in time (with the exception 
of capital punishment). At least theoretically, rehabilitation is 
possible—after paying the debt to society. Nothing of that kind 
holds true when one is punished by conscience. The sentence is 
“unlimited punishment,” with no provisions for parole board, re- 
duction of time to be served for exemplary behavior, or final re- 
habilitation. Punishment on the conveyor-belt results. 


To increase the defendant’s grievances, the juries in the societal 
and intrapsychic courts are “picked” on different principles. In 
the former, your jury consists of 12 people from all walks of life, 
who don’t know you from Adam, and have no preconceived notions 
about you. If your lawyer even so much as suspects that one of 
the jurors is biased, he can reject him. But when you stand ae- 
cused before your inner court, the jury is notoriously cruel and 
full of bias against you—and still you are helpless and cannot 
reject it. 

Moreover, another safeguard is missing, too: In civil life, judge, 
jury, prosecutor, prison official are not one and the same person. 
The law prescribes very specifically the division of judicial powers 
to safeguard the defendant’s rights. It is quite the opposite when 
the defendant stands before the inner judge. The latter (though 
not a person, but a department of the unconscious) combines all 
these functions in one, and is beset with the sadistic pleasure of 
torture meted out to the defendant. ‘lo expect some verdict other 
than a gloating, “Guilty,” is naive. To increase the hopelessness 
of the situation: The defendant’s lawyer before the inner judge is 
not independent but is “seared to death” of the judge. In a nor- 
mal court, the lawyer is independent; and, if he sticks to the legal 
procedure, is unimpeded in his actions to get the defendant out of 
his mess. Exactly the opposite is observable in actions of the 
inner lawyer, the unconscious ego. The latter defends half-heart- 
edly from the start, shivers before the tribunal, thinks in general 
more of his own self-protection and future than of the defendant’s 
self-protection and future. Therefore, the methods are different: 
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The inner lawyer does not even attempt to achieve an acquittal. 
The best he hopes for is to plead guilty for the defendant—but to 
a lesser crime. The tenor of defense is regularily the plea: “My 
client is guilty, but of another offense; punish him for the lesser 
offense.” 

In this dark picture of hopelessness, there is one bright spot: 
There are numerous cases on record in which society’s justice has 
condemned an innocent man on the basis of contradictory or spuri- 
ous circumstantial evidence. This cannot happen before the tri- 
bunal of conscience: With the court knowing all about the defend- 
ant, the crime is proved without a shadow of a doubt before pun- 
ishment is imposed. That advantage is blotted out by the severity 
of punishment: The trial becomes a mock trial.* 

Finally, the purposes of external and internal justice are dif- 
ferent. Every society makes its rules of what is forbidden and 
punishable. The purpose is the maintenance of civilized conduct, 
as understood in a specific cultural setting. Unconscious justice 
has no such aims. Its first and last purpose is punishment and re- 
fusal of pleasure. It misuses cultural standards as a blind; its 
real aim is anti-hedonistic. This fact gives naive observers the 
illusion that the inner conscience is fashioned after cultural stand- 
ards. That is a mirage. Conscience—meaning the unconscious 
super-ego—promotes the ego’s misery and is not interested at all 
in whether it attaches its label of “forbidden” and “positively pun- 
ishable” to one thing or another. Hence people torture themselves 
in every culture, though the external “don’t’s” are fastened to dif- 
ferent prohibitions. 


The table summarizes the differences between the two types of 
justice. 


*The strange fact that elusive circumstantial evidence is admissible as legal proof in 
our courts, is but the reflection of man’s desperate fight for conscious and pseudo-rational 
dominance over the uncanny forces of the unconscious. The basis for acceptance of cir- 
cumstantial evidence is the assumption that the ‘‘logical’’ mind of the average person 
in the jury box is capable of distinguishing between conclusive and inconclusive evi- 
dence. The long series of unjustly-convicted defendants bears evidence that the con- 
scious faculty is, to say the least, overrated. 

At bottom, the admissibility of circumstantial evidence is but a remnant of the inner 
conscience’s attitude: Guilty in any case. The old Roman law worked on the assump- 
tion in dubio pro rheo, which means, in cases of doubt give the defendant a break. 
Circumstantial evidence works on the opposite principle. It is a good example of how 
the inner conscience’s tendency to punish in any case, finds its reflected expression on 
the conscious level, too, though camouflaged in dubious rationality. 
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Differential Diagnosis Between Conscious and Unconscious Justice 





Conscious Justice 





Defendant 


Crime 


Concealment 


Severity 


Duplication of 
Punishment 


Appeal to 
Higher Court 


Expiation 


Jury 


Technique of 
Punishment 


Constitutional 
Safeguards 


Council for 
Defense 


Objectivity 


Unconscious Justice 





Only the wrongdoer is held re- Innocent bystanders, upon whom an 


sponsible and punishable. 


Only deeds are prosecuted. 


Possible to a limited degree. 


‘*Punishment fits the crime,’’ 
according to specific cultural 
orbit. 


No defendant can be punished 
twice for one offense. 


Possible. 


Punishment is considered debt 
to society, paid for by legal 
penalty, limited in time (except 
capital punishment). 


Twelve persons from all walks 
of life, more or less unbiased. 


Detention, social disgrace (in 
exceptional cases capital punish- 
ment). 


Judge, jury, prosecutor—not 


combined in one person. 


Hired lawyer, more or less in- 
dependent. 


Defendant unknown to jury; 
jurors, if suspicion of preju- 
dice is justified, can be rejected 
a priori by council for defense. 


infantile conflict has been projected, 
are held responsible and punishable. 


Deeds and fantasies are prosecuted. 


Impossible because of direct connec- 
tion between departments of uncon- 
scious conscience and 
wishes. 


unconscious 


Disproportionate punishment. 


Constant reiteration of identical of- 
fense, leading to repeated punishment 
on the conveyor-belt system. 


Impossible. 


Unlimited punishment. 


Anti-libidinous inner 
biased from the start. 


conscience, 


Depression, guilt, dissatisfaction, self- 
damage (failure in profession, mar- 
riage, sex, life enjoyment), 
suicide. 


even 


Judge, jury, prosecutor, excutioner— 
combined in impersonal institution of 
inner conscier ce. 


Unconscious ego, afraid of the judge. 


Conscience prejudiced from the start 

because of its lust for cruelty. In 
spite of that, it cannot be rejected by 
the defendant as biased. Bias goes so 
far that conscience frequently lures 
victim (by relaxing vigilance) into 
lamentable situation, only to extract 
more punishment, dictated by the 
very same conscience, 
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Differential Diagnosis Between Conscious and Unconscious Justice 





Misearriage of 
Justice 


Favorite 
Defense 


Corruptibility 


Courtroom 


Publicity 


D 


Conscious Just 


Possible in rare cases. 


Denial, alibi, witnesses, invoca- 
ton of mitigating circumstances. 


Under normal conditions: in- 


corruptible, 


External. 


Open trial in presence of de- 
fendant. 
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-(Concluded) 


Unconscious Justice 
Impossible—as far as facts of crime 


go. Severity and bias of the ‘‘jury,’’ 
however, make trial a mock trial. 


Denial, alibi, accepting the guilt for 
the ne! 6" 
have killed the girl in Brooklyn, since 


‘‘lesser crime couldn ’t 
I was stealing a watch in Manhattan 
at the No wit- 


nesses admitted. 


very same time.’’ 


Bribe self- 


imposed anticipatory depression and 


consists of 


Corruptible. 


self-punishment, especially aeceptance 


of guilt for the ‘‘lesser crime.’ 
Internal. 


Secret trial with exclusion of defend- 
ant. 








Purpose Holding up of specific stand- Anti-hedonistic principle of ‘‘no 


ards, agreed upon in a specific cultural standards 


cultural setting. 


pleasure, using 


as a blind. 








III. Difference Between Conscious and Unconscious Conscience 

The peculiar type of intrapsychic “justice,” as sketched here, 
makes it obvious that the popular connotation of “conscious con- 
science” is by no means identical with the “unconscious conscience” 
(super-ego). Confusion of the two leads to never-ending confu- 
sion. 

Conscious conscience comprises a set of conscious rules of con- 
duct, acquired through identification, and generally accepted in a 
specific society. Living up to these moral and conscious precepts, 
makes the specific person a cultural being, saves him troubles and 
conscious guilt. By living up to these precepts, decency in human 
conduct is guaranteed. 

Unconscious conscience is something completely different. It 
constitutes the end-result of complicated inner fights, and shows 
an even more complicated genetic history. 

The clinically-observable beginnings of conscience are quite 
humble: Its basis is the discrepancy between the biologieal— 
though in every child probably quantitatively different—endow- 
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ment of aggression and the child’s inability to express that very 
aggression. The contradiction between “too much aggression and 
too little power” to manifest that drive, results in stasis. The se- 
quence of events is invariably the same: The child lives for a long 
time on the basis of a fantastic misconception of reality; he does 
not acknowledge his complete dependence on his mother. Quite 
the opposite: He considers himself a magician or sorcerer, creat- 
ing out of his omnipotence everything he wants and needs. On 
the other hand, reality impresses itself only gradually on the child, 
and every libidinous frustration offends infantile megalomania and 
leads to fury. Thus, every frustration (mostly imaginary) leads 
to double discomfiture : frustration per se—and offense to megalo- 
mania. Add to this, two facts: The child’s aggression is, at least 
potentially, identical in size with that of the grown-up; moreover, 
adults impose a “triad of retribution” on the child’s expression of 
his aggression: punishment, moral reproach, guilt. It is precisely 
the elaboration of this conflict which determines the personal his- 
tory of the individual. Under normul conditions, the child adapts 
himself diplomatically to the real balance of power in the nursery; 
the aggression is diverted against less “holy” people, is partly sub- 
limated in games and sport, and later in work. 

Under neurotic conditions, the amalgam, aggression-guilt, is 
maintained. The moment the latter “solution” takes place, a new 
problem is added: to reconcile guilt-laden aggression with the 
“pleasure principle.” Eery human being, including the future 
psychie masochist, lives on the basis of the intrapsychic principle 
of “pursuit of happiness.” What pleasure can be extracted from 
displeasure? Obviously none, and just this inability to reconcile 
the irreconcilable, pushes the normal child out of the untenable 
strategic position of guilt-laden aggression. The psychic maso- 
chist, however, does not follow that path and—in a peculiar tour- 
de-force—extracts pleasure out of displeasure by making displeas- 
ure a pleasure. He covers displeasure with a libidinous patina and 
unconsciously “enjoys psychic masochism.” 


The child who solves his infantile conflict masochistically 
(“genetic picture”), is secondarily forced to create new defenses, 
simply because the already-established conscience objects to that 
pleasure, too. The result is the “mechanism of orality,” embody- 
ing the clinical fate of psychic masochism. The latter consists of 
the triad: “‘I provoke, without being conscious of it, or I misuse, 
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a situation in which someone is unjust toward me. Not being con- 
scious of the provocation, | fight against the injustice in righteous 
indignation. Finally, I pity myself extensively.” The pre-stages 
of psychic masochisin probably antedate the pre-stages of con- 
science. They have a single purpose in common: to rescue as 
much as possible of the doomed fantasy of infantile omnipotence. 
The psychic masochist does, it by maintaining the unconscious 
fiction that not he is punished, but that he made the educator 
(later the conscience, or the secondarily externalized representa- 
tives of the latter) punish him. 


The parallel process of establishing the pre-stages of the super- 


ego, called the ego-ideal, serves the same purpose, executed with 
different means. ‘The child finds out, rather sooner than later, 
that he is constantly confronted with a series of “Don’ts,” en- 
forced by more powerful adults. Instead of suffering constant nar- 
cissistic defeats, the child unconsciously identifies with these com- 
mands. By internalizing the set of educational prohibitions, two 
advantages are achieved: First, the fiction of alleged omnipotence 
is safeguarded (“Nobody forces me—out of free volition, I abstain 
from certain acts”); second, peace in the nursery is restored, a 
good boy or girl is in the making. Everybody is happy: The child 
has solved a conflict, and education has scored a major triumph. 
Fortunately for all concerned, the real reasons are not conscious. 

The ego-ideal (the term, and deductions from it were intro- 
duced by Freud) is thus an amalgam of original infantile megalo- 
mania with parental prohibitions: It has for the child, the advant- 
age of saving face and saving punishment, and even some vestiges 
of megalomania (more precisely, remnants of what was once the 
past glory of megalomania). 

This benevolent “institution” is immediately counteracted by a 
more malicious second partner in the super-ego, the anti-libidinous 
and anti-hedonistic “daimonion.” The term was first used by 
Socrates who believed that every human being carries within him- 
self a mahgnant spirit. This “mythological” vision has, unfortu- 
nately, a very real basis: the accumulation of undischarged aggres- 
sion from once-upon-a-baby-time. Drives are like rivers: If flow 
in one direction is impeded, another direction is used. The show 
must go on: If outward expression is impossible, the inner route 
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is taken. That detour to the own personality prepares the later 
channeling of aggression against the person himself. 

The result is that inside of every human being an internal tor- 
ture chamber is installed. The modern “daimonion” (the term and 
function were suggested by Jekels and the present author in 1933) 
has no connotation of demons, devils, and other spooks; it simply 
means that out of inescapable biological necessity (protracted 
maturation) the child creates in himself his worst enemy. The 
“battle of the conscience” starts in the cradle, and ends with the 
grave. 

Ego-ideal and daimonion (both constitute the super-ego*) work 
this way: Daimonion uses the ego-ideal for the campaign of tor- 
ture. By constantly holding up to the ego its self-constructed ego- 
ideal, daimonion asks the maliciously-monotonous question: “Did 
you achieve all the infantile aims you promised yourself?” If the 
answer is—as it invariably must be—in the negative, guilt is felt. 
One has to keep in mind, that the ego-ideal was created to safe- 
guard infantile megalomania. Now, the whole brilliant idea turns 


out to be a complete failure for the ego. What was intended to pro- 
tect the ego is used as a weapon against the ego. 


To increase the tragi-comedy, the ego-ideal was created at an 
early infantile period when the child had no idea of reality fae- 
tors. In his high-pitched narcissism (megalomania) the aims of 
the child were high. How easy it was for the child to answer the 
question concerning future aims with, “TI shall become the world’s 
greatest captain of the greatest ship on earth.” When he has 
achieved the position of second mate on a small vessel, the dis- 
crepancy between infantile promise and sordid reality, manifests 
itself in dissatisfaction and guilt. 

To make the torture chamber perfect, inner aims are repressed, 
hence not accessible to correction: The ego-ideal is an unconscious 
department, changeable only in psychiatric-psychoanalytic treat- 
ment. 

To sum up: Man’s inhumanity to man is paralleled only by man’s 
inhumanity toward himself. 

*The present description of the dual function of the super-ego corresponds to the 


present writer’s personal opinions, elaborated in The Battle of the Conscience (Wash- 
ington Institute of Medicine. 1948). 
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IV. Difference Between the Moral Code of the Conscious and 
Unconscious Egos 

Every society establishes a penal code according to which the 
“punishment fits the crime.” For instance, parking one’s car in a 
restricted area is considered a lesser offense than stealing a car; 
and stealing a car is “small fry” compared with killing a man who 
does not want to part from his car. And so on. 

The grotesque fact is to be observed analytically that the moral 
code of the unconscious ego is not at all in conformity with the 
conscious ego’s accepted priority list of crimes. Crimes that are 
greater from the conscious viewpoint can be used by the uncon- 
scious ego as unconscious defense and as alibis for “lesser” ones. 
Thus, a slightly paradoxical “moral code” results in the uncon- 
scious ego. It has been stated before that the “inner law- 
yer” (unconscious ego) works after the principle of “admission of 
the lesser crime.” The formulation, “lesser crime,” pertains, how- 
ever, to the internal, not to the external “moral code.” 

To complicate matters, the neurotic super-ego is venable and 
meretricious. The bribe it extracts, is depression, dissatisfaction, 
guilt. The whole purpose of therapy is to exchange the neurosis- 
corrupted super-ego, for an incorruptible one. 

If the basic assumption is correct that all neurotic manifesta- 
tions are but secondary defenses against repressed wishes, the 
question arises of after what principles the defense is chosen. 

In the present writer’s personal opinion, neurosis denotes un- 
conscious stabilization on the masochistic rejection level. All 
later developmental steps are but attempts at rescue from this 
deepest inner danger. For elaboration, the reader is referred to 
the writer’s book, The Basic Neurosis. 

Now, psychic masochism is but miscarried and misdirected ag- 
gression, only secondarily libidinized. One can learn a good deal 
about the working of unconscious deifenses on exactly this point: 
The defense used against an aggressive conflict is libido. And, 


as later neurotic manifestations prove, the same process also ap- 
plies in reversed order. <A libidinous secondary conflict can be 
warded off with pseudo-aggression.* The fact that the opposite 


*The prefix, pseudo, refers to the fact that the neurotic part of the personality has 
only would-be aggression at its disposal; for elaboration, see The Basic Neurosis (1. ¢.). 
This does not exclude the fact that nondiseased parts of the ego of a neurotic harbor 
normal activity and aggression. 
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tendency (or, more precisely opposite mixture of deriatives of in- 
stincts) is always used as inner defense, is a widely-accepted 
Freudian precept. Still, the consequences here are less precisely 
worked out and understood. 

Assuming for the sake of argument, that neurosis really denotes 
oral-masochistic regression (hence, at bottom, an unresolved fate 
of baby aggression), there is nothing to marvel about that, in every 
neurosis, libidinous repressed wishes are so abundantly present. 
The rather paradoxical fact results that, although real or alleged 
frustration of libidinous wishes historically started the infantile 
conflict (remember that the frustration of libidinous wishes of- 
fended infantile megalomania and provoked inexpressible aggres- 
sion), in the clinical picture of every neurosis, libidinous wishes 
are frequently used as defenses and as admissions of the lesser 
crime. 


Since Freud introduced the fifty-fifty partnership of libidinous 
and aggressive tendencies in repression, the question has been 
t 


posed time and again: What is more important—libido or aggres- 
sion? The question is rather silly; they are equally important: 
they are Siamese twins. The real question reads differently: What 
are the changing interconnections of the ingredients, and how are 
they used as kaleidoscopically-changing and exchanging inner 
defenses? 

There is nothing static about inner defenses: There is a frequent 
change in defenses, since specific defenses are, after some time, no 
longer accepted by the torturing super-ego, hence have to be ex- 
changed. The admission of the lesser crime in the form of a 
libidinous defense, may be vetoed, and a pseudo-aggressive defense 
then installed. And so on. 

The constant dynamic change of defenses is frequently con- 
fused with the static element of the basie neurotie conflict; thus, 
the mirage is produced that the neurotic has changed, whereas only 
his current defense has changed. The constant oscillation of de- 
fenses does not make the lives of static observers any easier. 

very unconscious neurotic defense and inhibition is built on the 
principle of denial of the forbidden deed and on the asserted 
alibi, “Il am a good boy.” The quasi-moral connotation is implicit 
in every appeasement of conscience. As this has been known for 
a long time, the question arises as to whether and how the sug- 
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gested three-layer structure in neurotic manifestations contributes 
something new. It does, and for the following reasons: 

1. The unconscious ego uses, not a single, but a double sen- 
tinel: Only the defense against the defense enters the neurotic 
symptom. 


) ’ 


By “accepting the blame for the lesser crime,” not merely a 
simple denial is presented to the torturing super-ego, but a posi- 
tive, punishable action, thus “keeping the torturer busy.” 

3. Choosing an admitted “lesser crime” has two drawbacks for 
the defense. First, it limits choice, since the diametrically-oppo- 
site mixture of derivatives of instincts is typically used. This 
monotonous sequence results: Libidinous tendencies (whatever 
the level of regression) are warded off with pseudo-aggressive 
ones; and, vice versa, pseudo-aggressive defenses are warded off 
with libidinous ones. Second, by using the unchangeable itinerary 
of the opposites, the slightiv paradoxical moral code of the uncon- 
scious ego results, according to which greater crimes from the ex- 
ternal lawbook may be used in internal confessions to cover up 
smaller ones. 

4. The lack of congruity between internal and external moral 
codes, brings the neurotic frequently into hopeless conflicts with 


society’s justice: A deeply masochistic-passive person may, to 
ward off the reproach of conscience pertaining precisely to this 
passivity, resort to the strongest possible denial of passivity— 
murder. He exonerates himself before the forwm internum, but 
gets into more dangerous troubles with the forwm exrternum.* 

+. The secondary defense is—if possible—constructed after the 


principle of narcissistic safeguards; the pseudo-aggression to 
which a passive man admits, is pleasing to his concept of being « 
he-man. Hence, sticking to the defense in psychotherapy, he not 
only fights for his defensive balance, but for his narcissistic- 
megalomaniacal impulses as well, 

6. Last, but not least, the secondary defense contains without 
exception a mocking irony directed against the educators: Moral 
precepts communicated to the child are tavisted in a manner which 
reproduces, in a sophism, the verbatim contents, and a reductio ad 
absurdum-of the intended meaning. This, in turn, gives the un- 
conscious ego more strength in creating and maintaining the spuri- 
ous defense, the quasi-moral connotation of the neurotic symptom. 


*See Bergler, E.: Crime and punishment. PSYCHIAT. QuaRT. SupPL., 21:2, 1947. 
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This pseudo-moral connotation, turns out to be a powerful uncon- 


scious weapon of resistance; and the precise strength of this de- 
fense has, so far, been underestimated. 


One may adduce some excerpts from clinical material. 


Case 1 

Miss A., a girl with severe agoraphobia, understood in analysis 
that her original wish was voyeuristic in content. She shifted the 
guilt to the exhibitionistic defense, and fought her inner battle on 
“foreign territory.” All her secondary defenses (avoidance of the 
street, fear of entering the street, ete.) were incorporated in the 
general defense. The tenacity of her defense was bolstered by ad- 
ducing a series of educational commands, seemingly approving of 
exhibitionism: “Show your aunt the new dress,” mother said once. 
Or, “Why don’t you play the new song you learned on the piano.” 
Or, “Show the little drawing you made.” In short, the unconscious 
ego adduces, hypocritically, verbatiin statements of educational au- 
thorities, to prove that the defense (exhibitionism) is moral. Inter- 
estingly enough, the patient claimed that the mere fact that the 
child is bathed naked, whereas mother, performing the cleaning 
procedures on the child, is fully dressed proves that a double invi- 
tation is issued: to exhibit before mother and to abstain from peep- 
ing at mother. . 

Case 2 

Miss B. suffered under a “torturing thought,” of which the puri- 
tanically educated patient was deeply ashamed: In her mastur- 
batory fantasies she was raped by a gangster. The fantasy looked 
like a banal disguised Oedipal wish: Her life history contradicted 
this assumption, however. Iler whole life was unconsciously dedi- 
‘ated to provoking mother: Her first fiancé was unacceptable to the 
religious mother because he was Chinese, the second because he 
was an alcoholic and ne’er-do-well. Besides, the father had died 
when she was small, and her education had been entrusted to Eng- 
lish governesses, under the mother’s supervision. The Oedipal 
palimpsest covered a deeper repressed masochistic attachment to 
the image of the pre-Oedipal mother. What startled the patient 
most (and drove her into analysis) was the change in her “shame- 
ful fantasy,” as she called it. In this modification, she was no 
longer raped, but had transformed herself into a prostitute. “We 
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were conversing on the same level; a bad girl and a gangster were 
thrown together; it even went so far that I acted the seducing 
part.” 

Why did the fantasy change? The original masochistie fantasy 
(to be mutilated by mother, see the following) was first warded off 
with an Oedipal shift; here, the responsibility was father’s, the 
child represented as an innocent sexual victim. The longer the 
fantasy existed, the more reproaches from the conscience accrued. 
Though the subject of “torture” was different in sex (first mother, 
later father), the common denominator was still masochistie en- 
joyment. The next step in the fantasy was pseudo-aggressive: By 
stepping down socially in the fantasy (high-class lady, raped 
against her will, to consenting, even seducing prostitute), fear was 
diminished. That the social setting (prostitute) was degrading, 
is not surprising with a severe masochist. 

Fear of passivity was also diminished, because a new pseudo- 
aggressive defense had been found. The original fantasy was first 
clarified in dreams: A female “witch” installed a reign of terror, 
cutting off arms and legs. This, too, was already a second edition, 
the first being cannibalistic in nature. 


In this case, the quasi-moral connotations in the symptom were 
the mother’s admonitions, communicated to the little girl of five 
when she complained of a man who “in her sleep came through the 
window.” Mother was ironical to her, and told her to “do every- 
thing” to avoid such silly, fearful imaginations: “Everything” 
obviously included any form of activity; one cannot deny that in 


later formulations of her fantasy the patient was “active’ 
even to the point of seducing her favorite gangster. 


enough, 


Case 3 

Mr. C., a young man with a severe masochistie personality neu- 
rosis, inability to work, and a sufferer from “psychogenic oral -as- 
permia,”* refused for a long time to take a specific technical exam- 
ination. “Take this idiotic examination,” demanded the infuriated 
father. “I am not thoroughly prepared yet,” was the son’s con- 
stant reply. The explanation of the superficial layers of his exam- 
ination-fright, was simple enough: The father had tried to teach 
the four-year-old boy the alphabet, constantly complaining at that 


*The case is described at length in Neurotic Counterfeit-Sex (Grune & Stratton, New 
York. 1950), Chapter ITT. 
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time that the hoy was not “thorough” enough in his studies. Two 
decades later the son executed his, by now, full-fledged masochistic 
neurosis—imanifested also in his wish to fail—with pseudo-aggres- 
sive means: “Well, I'll give you thoroughness, ’til you’re red and 
blue in the face.” That the young man damaged himself more than 
his father, is another story. 

Once more, the blame is taken for the “lesser crime” (pseudo- 
aggression) ; once more the quasi-moral connotation of the second- 
ary defense is obvious: *What’s wrong with executing father’s de- 


hh 


mand for thoroughness?” That time, place, occasion are different, 
thus reducing father’s demand to absurdity, is once more part and 
parcel of the pseudo-aggressive defense. “My kingdom for a 
horse,” exclaimed Richard Ill. Paraphrased, every neurotie has 
the motto “My kingdom for my inner defense.” 


Case 4 

Mrs. D., a severe obsessional neurotic, suffering from fear of 
touching glass, tortured the whole family with her complicated set 
of rules, pertaining to this avoidance. Her phobia was glass, but 
“her will was iron,” as her martyred family complained. With 
fury, irony, and helplessness, ler husband, her father, and her 
mother described the complications of life under the patient’s “sim- 
ple” rule of eliminating glass. Their story was something like 
this: A drink of water is forbidden; the container is glass. Head- 
aches cannot be treated; aspirin is packed in glass bottles. Elee- 
tricity is taboo; light bulb is made of glass. The window mustn’t 
be opened; it’s glass. Washing is allowed, but drying is impos- 
sible; the towels hang on a glass rod. Spectacles are unusable; 
they are made of glass. The secondary boycott is even worse. If 
the father puts on his spectacles, or mother touches the glass pane 
of a door, or the husband drinks a glass of water, a state of eon- 
tamination is declared, and the victims are put through a ritual 
of purification. 


The young lady’s cold reply to all these desperate complaints 
was simply that she was “not responsible for her fears.” Then 
she went on, indignantly, to declare that “with a little considera- 
tion” all her requests could easily be granted. She could, at first, 
not be shaken in her conviction that she was the reasonable per- 
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son, and that her family was highly inconsiderate. “They just 
don’t want to remember what I tell them.” She admitted, when 
asked, that her family’s report of violent scenes was quite accu- 
rate; “sometimes my patience is stretched too thin,” she said. 

According to the patient, her fear had started when her mother 
and father made a “terrible mistake.” She had been taking a bath, 
four years before, when she had happened to notice a glass ther- 
mometer. “It was the very same one,” she said, “that had been 
used a few weeks before to take father’s temperature rectally, when 
he had pneumonia. That frightened me terribly. Why did mother 
have to put that thermometer right in front of my eyes?” She did 
not mention whether she also blamed father for having had 
pneumonia. 

As usual in obsessive and compulsive neurotics, the recent symp- 
tom had had a long series of precursors. In the writer’s personal 


opinion, the so-obvious cruelty of these neurotics is secondary, 


covering a deeper masochistic substructure.* — In the Oedipal 
palimpsest, the thermometer, having been in father’s rectum, be- 
came the patient’s symbol of her own repressed anal-Oedipal fan- 
tasies; in the past she had believed that sex consisted of introduc- 
tion of the penis into the woman’s rectum. From this came later 
her defensive abhorrence of the symbol, which was still later 
shifted to glass, the material out of which the thermometer was 
made. This also explains why she imposed her glass taboos on her 
parents with a “clear conscience.” Was it not their job to prevent 
incest ?** 


Summing up, one can state that the tendencious quasi-moral con- 
notation of neurotic symptoms is a powerful weapon of resistance 
in psychotherapy, especially psychoanalytic therapy. It repre- 
sents simply an additional difficulty, by no means the basie one, 
but one which contributes to tenacity of the neurotic balance. One 
must find out the “private moral code” of the unconscious ego in 
every specific case; one must, furthermore, “debunk” the uncon- 
scious use of irony toward educational rules, the technique in 
which the weak child beats the powerful educator with his own 

‘Elaboration in The Basic Neurosis (1. ¢.). 

**Details of the case are included in Neurotic Cownterfeit-Sex (1. ¢.), Chapter VIII. 
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stick. This infantile mocking irony of reducing reasonable educa- 
tional precepts to absurdity (by perverting the meaning), proves 
that the weak ego uses every possible pseudo-aggressive weapon 
to ward off reproaches, pertaining to the basic conflict: psychic 


masochistic (oral) regression. 


251 Central Park West 
New York 24, N. Y. 








A PSYCHODYNAMIC STUDY OF A PATIENT DURING EXPERIMENTAL 
SELF-REGULATED RE-ADDICTION TO MORPHINE* 


BY ABRAHAM WIKLER, M. D. 


In general, research on the subjective aspects of morphine addic- 
tion has been of two kinds: (a) the acquisition of data on behavior, 
and replies of addicts to questions, and (b) the use of free associa- 
tion technics and dream analysis in studies of addicts in an uncon- 
trolled environmental setting. While much valuable information 
has been acquired by such procedures,’* many problems connected 
with drug addiction have not been answered. For example, the 
addict’s often-repeated statement that “morphine makes me feel 
normal,” raises the question, “What does the addict mean by 
‘normal’”? The euphoria-producing effects of morphine appear 
to be important in the genesis of morphine addiction, yet it is not 
clear that the term “euphoria” means the same thing to one person 
that it does to another. 

If narcotic addicts use morphine to experience “euphoria,” why 
do they prefer drugs of this type to alcohol? Also, why is narcotic 
addiction condemned more strongly than alcohol addiction in some 
cultures, while the reverse is true in others?) Again, why does the 
typical addict continue to use morphine even when tolerance has 
been established to enormous doses of the drug, and when, pre- 
sumably, the “euphoric” effects can no longer be experienced? A\l- 
most invariably, the addict states that he continues to use drugs 
under such circumstances because he fears the suffering experi- 
enced during the development of the morphine abstinence syn- 
drome. If so, why do not experienced addicts give up the drug by 
reducing the dose rapidly or gradually, since they know that such 
a withdrawal procedure is attended by little suffering? 

Another important question is whether a socially productive life 
is possible in a person who is actively addicted to morphine. In 
the experience of the author and of many others who have been 
especially interested in the problem, the degree of social produc- 
tivity which is compatible with active morphine addiction varies 
greatly in individuals. While legal-economie factors play a role in 
determining the social behavior of addicts, clinical observations 

*From the National Institute of Mental Health, National Institutes of Health, Public 
Health Service. Research Branch, United States Public Health Service Hospital, Lex- 
ington, Ky. 
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during experimental addiction to opiates have shown that even 
when no such legal-economie factors exist, marked variations in 
productivity are observed in individuals who are actively addicted. 
Evidently, such variations may be related to differences in person- 
ality, the precise elucidation of which remains to be determined. 

One difficulty which has attended the investigation of such prob- 
lems by use of the technics described, has been that of the limita- 
tions inherent in the “retrospective” type of research, in which an 
attempt is made to delineate “factors” which may have contributed 
in the past to the molding of the individual as he is now. While 
this difficulty cannot be avoided entirely, it was felt that much 
could be learned about the psychodynamic aspects of morphine ad- 
diction by use of the technics mentioned in an “experimental” set- 
ting—namely, the study of individuals during self-regulated re- 
addiction to morphine in a fairly well-controlled environment. The 
acquisition of data by such studies is necessarily slow and time- 
consuming, but it was deemed worth while to report the findings in 
one subject both because of the data acquired and the methodology 
employed. This investigation was made in 1947-1948. While cir- 


cumstances to date have not permitted continuation of such studies, 
many of the inferences which were derived from this investigation 
have been verified in other individuals in the course of other re- 
search. On the whole, the findings appear to be applicable to at 
least a large group of persons who are habitually addicted to the 
use of opiate-like drugs. 


SUBJECT AND METHOD 


The patient was selected for this study (at the United States 
Public Health Service Hospital, Lexington, Ky.) because he seemed 
to be representative of the type of addict who volunteers for re- 
search studies on experimental addiction, and also because he 
seemed better able to verbalize than most such patients. 

His personal history may be summarized briefly as follows. He 
was born in 1903 in Detroit, the oldest of four children in a middle- 
class home of comfortable economic level. The father was a saloon 
keeper, the mother a housewife, both Jewish. A brother, two years 
younger, operates an automobile agency. A sister, 17 years 
younger, is married. A brother, 30 (?) vears younger, lives with 
his parents. All are apparently well adjusted and have no ecrim- 
inal records. The patient attended school to the tenth grade (age 
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16) then left against the advice of his parents. He worked in a 
“gambling joint,” then at odd jobs till the age of 20, then became 
a “hootlegger,” operating a speedboat at night across the channel 
between Detroit and Windsor. About this time he began to be 
arrested frequently but was always released except on one occa- 
sion when he served 90 days for larceny. He began to experiment 
with drugs in the form of opium smoking at 19, but did not become 
addicted until he was about 22 years old. 

He gave a vague history of being married at 22 or 23 and “di- 
voreed” at 31, but neither statement could be verified. At the age 
of 33, he began to use morphine by hypodermic injections. His 
first sentence for narcotics law violation was three and one-half 
years in 1938 for possession of narcoties, a term which he served 
at Lexington, Ky., and Fort Worth, Texas. The next sentence 
was in 1946 (three years full term), which he was serving at the 
time of the present study. He was eligible for conditional release 
in September 1948. His physical condition was good except for 
slight deafness bilaterally, cause unknown. He also had a slight 
atrophy and a Babinski sign in the left lower extremity, cause un- 


known, apparently stationary. Electro-encephalograms were nega- 
tive, the Wechsler-Bellevue was 104—average intelligence. 


The patient had previously completed several addiction studies 
in the research department and had experienced morphine and 
methadone withdrawals. When interviewed relative to entering 
upon the present study he was informed that drugs would be ad- 
ministered according to some undisclosed plan and that frequent 
interviews and perhaps psychological and EEG tests would be 
made. Eight interviews were obtained before he had any drug. 
Then his reactions after a single dose were recorded. After the 
next interview, two days later, he was informed that he would be 
given any drug in any amount, via any route, as often as he liked 
for an unspecified length of time. One month before the last dose 
was to be given he would be informed of the fact, but no suggestion 
was made regarding the length of time that the experiment would 
last. A limiting factor was that, by station regulation, he could 
not receive any drug for experimental purposes for a period be- 
ginning. six months before the date of his prospective discharge 
from the institution. This gave the patient an expectable maxi- 
mum of six months for the test. It was emphasized that during the 
test he did not need to become physically dependent and that he 
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was not required to work (as a clerk in the clinical laboratory) 
unless he wanted to. 

The subject lived in the research ward, mingling freely with 
other patients under study, except for the periods when he worked 
in the clinical laboratory, which was situated in another part of the 
hospital. Trained attendants unobtrusively observed the subject 
daily. Observations of rectal temperature, pulse rate, blood pres- 
sure and respirations were made once daily, and electro-encephalo- 
grams were made at intervals of about two weeks. The total 
amount of drugs received by the patient each day, the size of each 
dose and the time of administration were recorded throughout the 
study and are illustrated in the figure. The subject was studied 
by the investigator one to four times weekly, when material was 
obtained by direct interrogation, and by recording verbatim, spon- 
taneous productions and reports of dreams, with free associations 
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to both. Initially, direct interrogation was made in a face to face 
situation. After drug administration was begun, the subject lay 
supine on the examining table, while the investigator recorded his 
productions while out of view. Throughout the study, the investi- 
gator avoided comments of any sort, except for occasional ques- 
tions for clarifications and to interrupt long periods of silence. 
Otherwise, contact with the patient was held to a minimum, with- 
out giving the appearance of deliberate avoidance. 

The material can best be presented in a chronological order di- 
vided into the following periods: (1) before allowing drugs, (2) 
the first two months of addiction, (3) the last two months of addiec- 
tion, (4) the reduction period and (5) after complete withdrawal 
of drugs. 


RESULTS 
A. Period Before Drugs 


During this period the patient volunteered little information 
and most of the data were obtained by question and answer 


method. When asked if he would like to be a subject for the ex- 
periment, he replied, “Why not—if I can get even with the govern- 
ment and cheat them out of some time?” He gave the factual ma- 
terial recorded, seemed relaxed, but wary, and he frequently di- 
gressed to inquire when he would get his first “shot.” His earliest 
memory was that of suffering a cut on his hand, which alarmed 
his mother, who called her husband and a doctor; there was great 
excitement at home and the patient cried; he was about five or six 
years old. Another early recollection was his confirmation at 13, 
when he received presents and was much admired and praised; his 
father gave him a watch. Other recollections were moving into a 
new neighborhood in Detroit and exploring the empty lots around 
his house with some friends, and also his first arrest for possession 
of nareoties, which occurred while he was walking in a blinding 
snowstorm in Detroit. Bail was set for $7,500; he was ashamed 
to go home because of what his parents might think. He frequently 
spoke spontaneously of how sorry he was that he had caused his 
parents so much trouble. 

He recalls his father as a strong man with big muscles who had 
fought in the Spanish-American War: as a child, he thought he 
had been a general. However, he had no close relationship to his 
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father who appeared as a shadowy figure who came home for sup- 
per and gave him money or an occasional spanking. He de- 
scribed his mother as a very fine woman who always gave him 
everything, concealed such misdemeanors as “playing hookey” 
from his father but who always warned him that he wasn’t doing 
the right thing. There was little home life; the family would eat 
out several nights a week and then go to the movies. He had many 
friends as a boy, was a follower rather than a leader, and never got 
into any fights (which he avoided). He had little to do with his 
next younger brother who had different friends, but shared toys 
and sports articles occasionally. He recalls no jealousy or strife 
with his brother except in adolescence when he struck his brother 
for stealing the keys of his Ford car (bought for him by his 
father). When the brother fought back he was so amazed he 
stopped and laughed. 

The other siblings did not enter the picture until the patient was 
in late adolescence. He was surprised when he learned his mother 
was going to have a baby but did not feel resentful; by this time 
he was already living away from home, earning his own money in a 
gambling house. Grandparents and uncles were recalled as good 
people who gave him money (dollar bills). Even while in grade 
school he spent most of his spare time going to shows, baseball 
games, fights, and otherwise amusing himself passively. He found 
nothing to interest him at home. 

He masturbated occasionally as a child and had his first hetero- 
sexual experience at 12 when, he stated, a girl of 13 suggested it. 
He said that when he was about to have an orgasm, he thought he 
had to urinate and the girl laughed at him. He told some of his 
boyfriends about it and they laughed too. Later he learned what 
an orgasm was. He felt ashamed and guilty. At 15 he began to 
visit prostitutes and had to steal long pants to gain admission. He 
felt guilty about stealing the pants. At about 19 he had his first 
and only homosexual experience when he was approached by a 
fellow in a Turkish bath. He was “disgusted” afterward and had 
no further similar experiences. He occasionally thinks of “fairies” 
when incarcerated but rejects the idea as too revolting. The facts 
of his marriage were always very vague. He thought his wife was 
a fine woman, and they got along well until he became addicted to 
drugs, when he lost interest in sexual relations and she left him 
(divorced?) after eight (or 12) years. During this period he had 
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given up drugs several times to please his parents (not his wife). 
After his wife left him, he felt mildly sorry, but he “cared more 
about drugs than her.” 

His first contact with drugs occurred when he was about 19 
when he was waiting for two of his friends in a hotel room and, on 
investigating the cause of the delay, discovered that they were 
smoking opium. Ile tried it too, liked it, bought the necessary 
paraphernalia and began to smoke irregularly. He did not become 
physically dependent until he was about 22 years old. Then his 
life assumed a typical pattern as follows. He would run his boot- 
legging speedboat at night, return home or to his hotel room in 
the early morning, go to sleep, then wake up about 3 or 4 p. m. 
and smoke his pipe. 

On awakening, he would feel wretched, shaky and uncomfortable. 
After smoking, he would feel “peppy,” would dress, go out to din- 
ner with a girlfriend, go for a ride or to a show and then to his 
room with or without the girl. He had no desire for sexual inter- 
course, but often the girl would insist. He would be able to have 
erections on stimulation several hours after smoking, and could 
also have orgasms before smoking, but in no case did he desire in- 
tereourse. On the other hand he could maintain erections for 
hours if he smoked opium three or four hours before. He himself 
wanted the girl just for company. Frequently a group of men and 
women would smoke and lie around in bed together in a hotel. 
Sexual intercourse was not indulged in, but there would be kissing, 
playing with the breasts of the girls or the girls playing with the 
penis. He liked to play with his girl’s breasts while he smoked 
the opium pipe. He preferred these girls to his wife because she 
was opposed to smoking. 

The girls would participate in this activity even though some 
didn’t smoke themselves, and then would ask for intercourse the 
rest of the night. He complied until his “muscles were sore” but 
did not enjoy it even though erections were maintained (no or- 
gasms). In general when smoking, or later when injecting mor- 
phine, he avoided people, stayed by himself, slept more than other- 
wise, and had no interest in sex. When physically dependent, he 
worked only to obtain money for more drugs. He was not afraid 
of withdrawal symptoms. He regarded them as unpleasant but 
never as deterrents. He stayed off drugs at times, mainly to please 
his people. 
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When he was 33 and opium was scarce, he learned to use the 
needle and changed to morphine. This was more economical than 
smoking opium, but required more of his time. The effects were 
otherwise the same. Both of his arrests were “bum raps.” Al- 
though he admits having been addicted both times, he says the evi- 
dence on which he was arrested was fabricated by law officers. 
After he served his first sentence for violation of the drug laws, 
he says he relapsed because he suddenly became deaf on awaken- 
ing one morning. He was “disgusted” and took a “shot.” He told 
the law officers that he took the “shot” because of pain in the ears. 
Later, he stated that at the time he became deaf, he was “kicking 
a habit” and had taken nembutals, which he blamed for his 
deafness. 


B. First Two Months of Re-Addiction 


On October 11, 1947 he was interviewed as usual with particular 
reference to any recollection which aroused visible affect. The 
only association which aroused any affective response, was a dis- 
cussion of informers, whom he hated. However, he stated that he 
would not interfere with an informer who had not informed on 
him personally. The patient was then advised he could have a 
single “shot” of anything he wanted. He asked for and received 
30 mg. of morphine intravenously. Immediately after injection, 
his skin was flushed, he rubbed his nose and appeared very happy. 
The flush subsided in a few seconds. On interrogation, he said the 
sensation was comparable to sexual orgasm. This lasted only a few 
seconds and was followed by a feeling as if he had had one or two 
drinks of whiskey. However he preferred morphine to whiskey, 
because, with morphine, the feeling lasted for hours, whereas to 
achieve this with whiskey he would have to drink repeatedly and 
become drunk. He did not like to be drunk because then he became 
sick and got into fights. A few hours later, he was interviewed. 
He was much more loquacious. 


He said he now had “pep” and could do anything he wanted— 
go to a show, go for a walk or go to sleep. (“Pep” seems to mean 
freedom from anxiety about doing what he wants to do.) Spon- 
taneously he remarked on what a nice day it was and then referred 
to several other patients who were sick or in trouble and were be- 
ing “unjustly” treated. Thus, he said one patient had a ruptured 
appendix which wasn’t recognized until he got peritonitis, and he 
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wasn’t getting enough morphine. Another had “T.B.,” yet was 
discharged from the hospital. Another got into a fight with a 
guard while drunk and now, “They’re going to take his ‘good time’ 
away” (time deducted from his sentence for good behavior). Such 
productions occurred very frequently throughout the experiment 
when the subject was interviewed just after receiving morphine. 


Reference was then made to the subject of informers. He de- 
nounced them heatedly, displaying as much or more hostility than 
before the injection. At the termination of the interview, he said, 
“Have a nice time doctor, and thanks for the surprise.” 

On October 13 he was again interviewed, with particular refer- 
ence to his father whom he praised because “he gave me anything 
I asked.” Little else was produced. He was then advised about 
the terms of the experiment, as already noted. He appeared elated, 
and then took two intravenous injections of 30 mg. of morphine 
each, about two hours apart. He was again interviewed later that 
afternoon. He felt at ease, happy yet “disgusted” with himself 
for going back on drugs. Then he referred again to the patients 
with peritonitis and “T.B.” and also to a patient who got seven 
years and didn’t even try to make parole. He referred to his 
youngest brother whom he had written to, requesting slippers. He 
wondered what they were going to have for supper. He was again 
advised that he needn’t get “hooked.” He replied that he wouldn’t 
because he “won't take enough to get ‘loaded’; some guys like to 
get narcotized; I don’t I want to have pep and be able to do 
things.” 

On October 16, the next interview, he had to be awakened. 
Throughout the remainder of the study the patient spent practi- 
cally all the time he was not working in bed, the radio on, reading 
newspapers and dozing off and on (“coasting”). He continued to 
do his work satisfactorily. On questioning, he stated he worked 
because it helped pass the time. (The work was filing cards—he 
actually worked about two hours a day.) He kept away from 
other patients, who were rather envious of him. His productions 
were repetitious, and spontaneous associations frequently had ref- 
erence to food. Thus he recalled that his next younger brother met 
him on his last release and took him to a restaurant, and that then 
he went to his mother’s house and had a good supper. He reported 
once that other patients told him he was talking about restaurants 
in his sleep. 
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On questioning, he spontaneously compared the feeling, before 
the next “shot” was due, to hunger, and the satisfaction afterward, 
to satiation of hunger. However, he still maintained he had to in- 
crease his dose because he wasn’t getting the “hold” long enough, 
or intensely enough. On the other hand, he continued to get six 
or seven “thrills” (compared to orgasms) a day since he developed 
tolerance; and, in this way, being physically dependent was an ad- 
vantage. He recalled that after he had once become physically 
dependent, he always felt as if some dear friend were missing dur- 
ing periods when he was not taking drugs at all. He described 
how, after his previous release from this institution, he was living 
at home, working as a truck checker in a brewery, spending his 
spare time in a bowling alley and going to shows, sleeping fre- 
quently at the apartment of a girl friend who cooked for him, but 
with whom he rarely had sexual relations, and feeling fairly well 
though not very happy. One day he met an addict on the street 
and instantly felt an intense craving for morphine which he had to 
satisfy by taking a “joy pop.” He also stated several times that 
one reason people use drugs is that their use is illegal. During this 
period he had two dreams. 

Dream No.1. He was out with a girl friend, had a few drinks 
and woke up. 

Dream No. 2. He was out of “Nareo,” visiting old friends with 
his girl friend; they were eating at some friend’s house; they 
asked him if he would go back on “dope”; he assured them he 
wouldn't; then he awoke. 

There were no apparent significant associations to either dream. 
In association, he spontaneously discussed the fact that he really 


means it when he says he is going to stay off, but relapses as soon 
as he has achance. He wonders why. On interrogation after long 
silent intervals he stated that he wondered whether to get a “fix” 
(injection of morphine) now or later. The interviews then began 
to become rather sterile. Long silent hiatuses would occur. Ques- 
tions regarding what the patient was thinking about at the instant, 


oer 


elicited the reply, “Thinking about you and me here; what ques- 
tions you’re going to ask next.” Toward the end of the hour he 
would start talking about supper. This pattern was not changed 
by shifting the interview hour to earlier in the day after lunch. 
A total of 15 interviews took place during this period (23 in all 
up to this time). 
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C. Last Two Months of Re-Addiction 


From December 9 to 19 inclusive, no interviews were held, since 
the investigator was out of town. On his return to the laboratory, 
it was learned that the patient had asked the director of research 
some questions as to how long the experiment was to continue and 
how he would be taken care of. (No information was given.) The 
patient greeted the investigator in a very friendly way and in- 
quired about his family and his trip. 

Spontaneously, the patient remarked that the rabbi had not seen 
him at services in a month and on learning that he was on a mor- 
phine study had said the patient was foolish for going back on 
“dope.” The patient said he replied that he would probably be 
doing this on the outside. He also added that being on “dope” in 
the institution made the time fly; in the “population,” time dragged. 
During the 11-day period of the investigator’s absence, the patient 
had written down some of his thoughts and dreams. He had been 
thinking about an offer by his next younger brother for the patient 
to come to Detroit and take a share in his business, provided he 
stayed off drugs; also of an offer by his brother-in-law on the same 
basis. He felt he had better not aecept the brother-in-law’s offer 
because, if he relapsed, the brother-in-law would “take it out on his 
sister.” He also had been dreaming a lot and had recorded some 
of his dreams. 

Dream No. 3. tle went to bed with a girl and woke up finding 
he had had an ejaculation. He recalled no further details, had no 
associations. 

Dream No. 4. “Il was with some fellows and they asked me to 
get some coffee from the restaurant, so I went there and asked the 
counter man for a large bottle of coffee, and he said he did not have 
anything to put it in; and I saw a vase sitting on top of the counter 
and I said, put the coffee in that and I would pay him for it; but 
he said, ‘Just leave a deposit on it and I will return the deposit to 
you.’ So on my way back there was some fellows standing on the 
corner and try to take it away from me, but I would not let them. 
When they saw | was going to fight, they left me alone. After I 
got back with the coffee I set the vase down and some girl picked 
it up, when I told her it was mine she said it belonged to the res- 
taurant man and she would not give it to me, so I told the man the 
girl will bring it back and I am arguing with the man about the 
case.” 
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In association, he recalled that 10 or 12 years ago he was visit- 
ing a girlfriend when some people came in with a vase all wrapped 
up and they were discussing it. It had a “pedigree” written on a 
piece of paper which was down in the vase, “16th or 17th century.” 
He had wondered why they were so interested in it. Also he 
thought of vases in people’s homes. In his own home there was a 
vase with flowers in it, and he recalled seeing his mother water the 
flowers in the garden on a nice summer day. The restaurant keeper 
in the dream was a heavy man in a white apron. He gave no asso- 
ciations to this, but, on questioning, he stated his father was a 
heavy man and had run a combination restaurant and saloon. There 
were no associations to the girl or the fellows in the dream, 

Dream No.5. “Iwas standing in the corner grocery store when 
my sister came in and she was wearing a raincoat and I ask her 
what she was doing out at 10 o’clock at night in this storming 
weather and she was six years old. And she said that she wanted 
some candy and everybody at home was sleeping and she got up 
and dressed very quietly and left the house. So I said I would 
take her home in a few minutes, and | was going to drive my 
brother down the street. When I came back to the store, it was 
closed and my sister was not there so | went looking for her.” ‘The 
only association to this dream was that his sister had written to 
him recently about her new home; he wished he could be there. 

Recently he had increased his dose from 75 to 90 mg. intraven- 
ously because he said Dr. H. I. had “dared” him (Dr. H. I. states 
he had merely commented, “Is that all?” when he heard the patient 
ask for 75 mg. of morphine). 

From this time until January 17, 1948, the patient was seen once 
weekly. He dreamed a good deal, and most of the interviews were 
occupied with the dreams. 

Dream No. 6. “IT was visiting a girl’s apartment (at her sug- 
gestion) and she wasn’t there. When she didn’t come I got scared 
and I went up to the roof to go out the back way and I stepped 
over a ledge and saw it was too far to drop so I started to yell for 
help. Some fellow said, “What are you doing up there on that 
ledge? Come down the stairs.” I thought the door to the stairs was 
locked but when I tried it, it was open, so I went down the stairs. 
I saw the girl when she told me to go to her apartment but not 
afterward. I don’t know who the girl was.” There were no signifi- 
cant associations to this dream. 
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Dream No. 7. “A cousin of mine says, ‘I’m going to tell your 
I was erying real hard. When I woke up, I wondered if 
| was crying so | put my finger to my eye, and I was actually ery- 


’ 


mother. 


ing. Him I could see real plain, and | remember kidding him, 
‘Since when did you grow a mustache?’ ” 

This dream disturbed the patient for several days. He couldn’t 
figure out what it was the cousin was threatening to tell. Spontan- 
eously he recalled that four vears ago a girlfriend bought him a 
ring. He scolded her for paying so much; he could have gotten it 
for half of what she paid. She then swore she wouldn’t ever buy 
him a thing again, and she kept her word. He says he should not 
have said anything. Ie hurt her feelings, and she’s never gotten 
over it. He also recalled that he had received a Christmas card 
from his mother for the first time in his life—she’d always say, 
“Here’s a Chanuka present.” He said he always says he’s going 
to stay off “dope” when he gets out, but never keeps his promise. 
He was surprised to get that Christmas card from his mother, and 
also from his sister-in-law. 

Dream No. 8. He was released from the hospital but seemed to 
believe he had to return to “Narco” (the institution) before a 
certain time. He tried to call his girlfriend from several different 
telephone booths, but the operator said there was no number at 
that address or for that name. He finally gave up and returned 
to “Nareo.” There were no associations. 

Dream No. 9. “Il was with a fellow from this ward walking 
down the street and he said, ‘Let’s get a drink.’ I said, ‘Where?’ 
and he said “In a blind pig I know.’ We went, and a fat girl like 
a cireus girl came in, and she sat down and began to play around 
and wanted me to go to bed with her. 1 didn’t want to go, and said 
I had no money. She said it was $10 but no checks. So I was 
glad I got rid of her.” 

In associations he recalled that the fellow in the dream had given 
him a haireut the day before. The fat woman reminded him of 
cireuses and carnivals. A fellow who had run a carnival had been 
admitted to “Nareo” recently and had died two days before. In 
the dream, an elderly woman came in with the fat one and sat down 
on a couch. 

Dream No. 10. He was driving in a car with another fellow, and 
the police were chasing him. They left the car and hid in a 
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friend’s house. He was worried because he had only $3 with him. 

There were no associations to this dream. 

He had increased his dose of morphine from 90 to 100 mg. be- 
cause he had a mild upper respiratory infection. 

On questioning, he stated he would prefer being out of “Nareo” 
without narcotics to being a prisoner with narcotics. However, he 
would prefer being in the institution on narcotics if his liberty were 
not taken away. 

Dream No. 11. “I was sleeping in the apartment of a girl I used 
to go with in 1933 or so. As I walked into the bathroom, I saw her 
fixing a shot with an eyedropper. I saw the capsule and said, 
‘What’s that?’ and she said, ‘Lou gave it to me.’ Lou is a fellow I 
inet in here lately who used to be in New York. I says, ‘What are 
you taking a nembutal with your morphine for?’ She says, ‘Lou 
takes it and Lou says its alright.’ I said, ‘It'll make you crazy.’ 
Lou says, ‘No, it won't hurt her.’ Lou and I argued.” 

In associations he reealled “Lou.” He had met “Lou” in “Narco,” 
and “Lou” had left two months ago. He had taken nembutal with 
morphine, and it had made him “goofy.” The girl was a singer in 
a “blind pig” in Detroit in the ’20’s. He had lived with her for a 
few years while he was married and smoking. He had sexual rela- 
tions with her occasionally. 

Dream No. 12. Police were chasing him, there were no associa- 
tions. 

Dream No. 13. He was working for two gangs—one had control 
of bookmaking, the other of unions. Each was threatening him if 
he continued to work for the other. He asked the head man, who 
ran both, to let him make a living. He said, “You can’t work for 
both sides.” There were no significant associations. 

Dream No. 14. “Il was dreaming the other night that a friend 
of mine gave me a bundle of foreign money; and when I gave it 
back to him, a friend of his says to him, ‘It isn’t all here.’ So I 
said, ‘Go ahead and count it.’. He counted it and he says to his 
friend that’s what I give him. The other fellow says there was 
more than that. I says, ‘Go straighten it out among yourselves.’ 
The other fellow says, ‘It’s wrong.’ So I jumped on the guy who 
gave the money and I says, ‘I thought only you and I knew about 
it.’ They kept on arguing and I said ‘That’s all he give me.’ I 
kept bawling him out because all his friends knew about the money. 


iv 
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It seems it was foreign money. I kept thinking about it after 
waking up.” 

In association, the man that gave him the money was an old 
friend who was a bartender but had gotten into some difficulties 
recently because of stolen money. He and the patient used to buy 
morphine together. The other man, who said the money wasn’t re- 
turned completely, was in the refrigeration business, not a drug 
user. He was about five feet, eight inches tall, weighed 180 pounds, 
was about 38 years old, clean shaven, light complexioned, “Looks 
like somebody who works for you.” (The investigator himself?) 

The patient stated he was happy, took 115 mg. each “shot,” got 
the same “thrill” each time, but the effect did not last as long. He 
was informed that no drugs whatever would be given after mid- 
night February 15, 1948. (This was on January 17.) In the 
meantime, he would be able to take himself off as he wished. Ad- 
vice would be given freely on request, but he had to ask for each 
injection himself. The patient then asked for advice. He was told 
he should change to subcutaneous injections, reduce the dose to 60 
mg. for a few days, then change to 15 to 20 mg. of methadone and 
then cut down to nothing within the next two weeks. He would 
then have 11 days for “pickups” if needed. 


D. Reduction Period 


During the first week of this period, he increased the frequency 
of the 115 ing. dose to 12 times daily. He stated he intended to 
start reducing on February first. He had dreamed but couldn’t re- 
call any dreams. He thought the interviews were over. He ex- 
pected to get sick but didn’t fear withdrawal. He hated the thought 


of going back to “population,” with all the noise in the dining 
rooms. He also figured out that the deadline should be February 
16, not 15, since he had been promised a notice of “one month.” 
This change was granted. 

He could recall no further dreams, attributing this to noise on 
the ward. Reduction of dosage was actually begun February 2, 
1948 by changing to methadone. The patient talked little spontan- 
eously. He stated he was getting no pleasure, that he was weak 
and sweaty-and slept a few hours at a time but had no aches, vomit- 
ing, pains or other symptoms. He was somewhat depressed be- 
cause of the thought of giving up morphine and going back into the 
general population. He preferred morphine to methadone and 
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would rather have come off morphine by reduction. On February 
9, he had reduced the dose to a total of about 35 mg. of methadone, 
but increased the dosage the next day. This he blamed on a tooth- 
ache, which was made worse, not better, by additional “shots.” 
After the tooth was extracted, he remained on methdone and made 
no further attempt at withdrawal. He now took the methadone 
intravenously, because he had heard that once a patient was on 
methadone, morphine did not have its usual effeets. He would 
have to ask for four or five graine of morphine to get any effect 
and he was ashamed to do so. He would not try less because it was 
a shame to waste the morphine. He would have preferred a reduc- 
tion on morphine alone. He seemed more cheerful now, but exhib- 
ited hostility and contempt toward the psychologist and also 
toward the investigator. 

Immediately after completion of the interview the patient 
changed back to morphine (February 14) and rapidly built up 
his dose so that on the last day he was taking eight intravenous 
injections of morphine totalling about 1,000 mg. (15 grains) and 
before midnight February 16, he took two 15 mg. doses of metha- 
done. On questions regarding why he had relapsed to morphine 
he stated that the investigator had told him morphine was all right, 
although he had been told by patients it was no good after metha- 
done. There were 10 interviews during this period (a total of 33 
thus far). 


kx. Post-Reduction Period 


The first week after the last injection was marked by quite se- 
vere withdrawal signs: mydriasis, rhinnorrhea, pilo-erection and 
sweating were present; he stayed in bed continually, covered with 
blankets and his bathrobe. He ate nothing at all. On urging, he 
drank some milk which he promptly vomited. (He pointed this 
out to the investigator who had suggested the milk.) He was ir- 
ritable, talked little and reported no dreams. He stated that he 
relapsed from methadone, because he thought it was too late after 
he had taken several “shots” for his toothache. He could give no 
explanation for reduction by methadone substitution in the first 
place. He thought it was to avoid withdrawal signs but could not 
explain why he had relapsed to morphine and built up his daily 
dose to 1,000 mg. in the last three days. 
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(It may be of some significance that a short time prior to this 
study, the investigator had taken part in a detailed study of metha- 
done, which, at that time, was a new synthetic analgesic agent.) 

During the second week, the patient began to eat but said he 
couldn’t sleep. He offered to submit to other tests to get a “shot” 
of morphine. This was denied. He offered to submit to tests in 
the future without “payment” if he could get “a shot now,” but 
this also was refused. An attempt was made to begin psychother- 
apy, using the material thus far obtained. This was made known 
to the patient. A few days later, he reappeared “angling” for a 
“shot” again, and stating that he might get something out of the 
material if he could get an injection, since he would feel good. 
Without a “shot,” he would feel “disgusted” and would ignore the 
material. The impression was gained that he meant that he was 
testing the investigator’s concern for him. If he was granted a 
“shot,” it meant the investigator cared about him. However, no 
injections were given. 

After three weeks, he asked to be returned to the general popu- 
lation. A few weeks later, after his eligibility for tests had ex- 
pired, he was called down for an EEG. When he learned that he 
would not be “paid off,” he became indignant and warned that this 
was the last time. After that, he would submit to no tests without 
payment in some way. 

Before he left the population, he was informed that he would be 
welcome to see the investigator for psychotherapy any Saturday 
morning from 8 to 10. He did not return. 


Discussion 
For the present purposes, a psychodynamic frame of reference 
will be described which has been found to be useful in deseribing 
the effects of drugs on the human organism. Conation may be de- 
fined in terms of “primary” and “secondary” needs. By “primary 
needs,” are meant those subjective experiences which are related 


to adaptive responses of the organism to the non-personal aspects 
of changes in its internal and external environment. Such re- 
sponses are largely “unconditioned” and include hunger, fear of 
pain, and sexual (general erotic) urges. By “secondary needs,” 
are meant those subjective experiences which are related to adap- 
tive responses of the organism to the personal aspects of changes 
in its internal and external environment. Such responses are de- 
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veloped as means of satisfying “primary” needs. They are largely 
“conditioned,” and include a variety of “personality characteris- 
tics,” such as dominance, passivity, dependence, independence, 
sadism, masochism, narcissism and altruism. In individuals, some 
“primary” needs may be more intense than some “secondary” 
needs, and the reverse may be true also. In the process of matura- 
tion, “secondary” needs may become quite detached from “pri- 
mary” needs. The personality pattern is developed through 
“mechanisms” such as identification, rejection, introjection, pro- 
jection, displacement, condensation, reaction formation, repres- 
sion, and internalization of parental (and social) punitive and per- 
missive attitudes. These “mechanisms” serve the purpose of sat- 
isfying both “primary” and “secondary” needs, and may continue 
to operate for variable lengths of time through habit formation, 
even when the needs themselves have been reduced in intensity. 
Terms such as “hostility,” guilt and “anxiety” are regarded as 
symptoms, rather than “mechanisms.” Finally, all the processes 
referred to may be partly conscious and partly unconscious. 

In evaluating the subject’s pre-addiction personality, some ecau- 
tion must be exercised in the utilization of data obtained from him- 
self, since the nature of his productions, associations and fantasies 
may have been determined to a considerable extent by his experi- 
ence with drugs. As has been pointed out, such difficulties are in- 
herent in all “retrospective” investigations. However, the anam- 
nestie data indicate that prior to his use of narcotics, the patient 
had been unable to develop mature interpersonal relationships 
based on altruism (“object-love”), but had developed instead im- 
mature interpersonal relationships based on needs, such as depend- 
ency and narcissism, which were excessively intense. 

The data obtained during experimental addiction to morphine 
show clearly that opiates became attractive to the subject because 
of their remarkable ability to satisfy his “primary” needs. Thus 
morphine diminished hunger, reduced fear of pain and depressed 
sexual urges. The effects of morphine on hunger are well known. 
The gratification of this “primary” need by the drug is illustrated 
by the frequent references to enjoyment of food in the subject’s 
productions early during the addiction period. That morphine re- 
lieves fear of pain is also common knowledge. Indeed, experimen- 
tal evidence indicates that in man, the analgesic effects of morphine 
are largely due to this action.’ 
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The effects of morphine on sexual urges are more complex, Al- 
though the subject felt no desire for sexual relationships after mor- 
phine or opium, he was able to maintain penile erections for long 
periods after the use of such drugs. In this way, he was able to 
satisfy his female companions, whom he valued chiefly as a means 
of satisfying his dependent needs. Also, by the use of the intra- 
venous route for the injection of morphine, he was able to experi- 
ence “thrills” which he compared to orgasms, although the climae- 
tic sensation was centered in the abdomen. Such sexual gratifica- 
tion could thus be achieved without involving the subject in inter- 
personal relationships that would require some contribution on his 
part. The importance of such experiences to the patient is sug- 
gested by some of his dreams, in which women appear to demand 
his sexuality, either as such, or symbolically. 

With the development of tolerance and physical dependence on 
the drug, all of the gratifications diminished, except that of the 
“thrill” (orgasm) which was experienced after intravenous injec- 
tion of morphine. However, a new source of gratification was ex- 
perienced through satisfaction of the artificially-induced need for 
the drug itself, which, in part at least, assumes the character of a 
“primary” need... Frequently, the patient compared the experience 
of mild withdrawal changes with that of hunger, and the effects of 
morphine thereon, with satiation. Rather than acting as a deter- 
rent to its use, the “physical dependence” produced by repeated 
injections of morphine appears to be one of the drug’s attractive 
properties, since it provides a new source of gratification. In some 
instances, the new “pharmacogenic” need may become intense 
enough to displace other “natural” primary needs. 

In addition to the satisfaction of the subject’s “primary needs,” 
the use of opiates also served the purpose of expressing hostility 
indirectly toward authoritative figures. Thus, he recalled that at 
one time he relapsed to the use of narcotics when he felt resentful 
because he was arrested on what he termed a “bum rap.” Also, he 
remarked that he would be glad to become a subject for experimen- 
tal re-addiction to morphine, since this would enable him to “cheat 
the government out of some time.” 


In spite of the highly narcissistic nature of this subject, feelings 
of guilt were not absent in this study. After verbalizing his grati- 
fications after injections of morphine, he frequently compared his 
happy state with those of more unfortunate fellow-prisoners. He 
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felt embarrassed when his absence from religious services was no- 
ticed, because he had to inform the chaplain that he was back “on 
drugs.” Also, he felt ashamed to write to his relatives, because 


they didn’t know he was using narcotics again. Such reactions ap- 
pear to have played a role in his choice of abrupt withdrawal from 
morphine, since the suffering which he subsequently experienced 
may have served the purpose of alleviating feelings of guilt. The 
similarity of the morphine addiction-withdrawal process to manic- 
depressive psychosis has been pointed out by Rado.° 

Of interest also, is the fact that the use of morphine had little 
effect on the patient’s “secondary” needs, since the narcissistic- 
dependent pattern of his personality remained essentially un- 
altered throughout the study. Analogous findings have been re- 
ported in dogs.* 

These inferences suggest answers to the questions which 
prompted this investigation. Apparently, what the addict means 
by “normal” is a state of gratification of “primary” needs. Sim- 
mel® has stressed this fact in relation to gratification of “oral nar- 
cissistic cravings.” However, it is evident that morphine may 
gratify other needs of a “primary” nature. The degree to which 
morphine can produce such gratifications varies. The term “eu- 
phoria,” as used by addicts, appears to reflect complete gratifica- 
tion, and is therefore only quantitatively different from “normal” 
in the sense in which this term is used by them. The attractiveness 
of “euphoria” to any individual appears to be inversely related to 
the degree to which primary needs can be satisfied by means other 
than the use of opiate drugs. Whether a given individual will use 
such drugs repeatedly, depends on the relative strength of such 
alternative means as are available to him for the satisfaction of 
his “primary” needs. Of importance also, in determining the ad- 
diction of individuals, is the attitude of society toward the effects 
of drugs. In Occidental cultures, opiate addiction is more strongly 
condemned than aleohol addiction. In Oriental cultures, such as 
the Chinese (but not the Japanese), the reverse is true. Such di- 
vergent attitudes may, perhaps, be explained on the basis of the 
widely differing symptomatic effects of alcohol and opiates, and 
of the cultural attitudes toward such symptoms. Opiates appear 
to gratify “primary” needs directly. They also tend to “release” 
stable (though not necessarily “normal”) reaction patterns, but 
this is more than counterbalanced by the reduction of motivation. 
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“Repression” is therefore little impaired, or may even be strength- 
ened, by opiate drugs. On the other hand, alcohol gratifies pri- 
mary needs not directly (it actually enhances sexual urges) but 
indirectly, through powerful depressant effects on repression, 
which results in “release” of mechanisms which are designed 
to satisfy both primary and secondary needs. Often these 
include various manifestations of aggression. The association of 
alcoholic intoxication with violence is too well known to require 
further comment. The difference in the effects of aleohol and 
opiates on overt expressions of aggression have been summarized 
aptly in the remark that “the alcoholic takes a drink, goes home 
and beats his wife; the narcotic addict takes a ‘shot,’ goes home 
and his wife beats him.’® Similar contrasts in the effects of these 
drugs may be observed in relation to homosexuality. The urge 
for direct gratification of homosexual needs is reduced by opiates; 
aleohol, on the other hand, reduces the ability of the homosexual 
to suppress his need for direct gratification; it appears also, to 
enhance the erotic urge itself. 

These contrasting effects may be considered in relation to dif- 
ferring cultural attitudes toward the expression of aggression. In 
Occidental cultures, a moderate degree of expression of aggression 
is valued highly, in the form of competitiveness in socially-produe- 
tive activities, competitive and rather violent sports, hunting, ete. 
One popular concept of a “he-man” is that of a clean-cut, two-fisted 
gentleman with a pugnacious jaw, who is “quick on the draw” and 
can “hold his liquor.” In such cultures, alcoholic intoxication is 
often regarded with amusement, since the behavior of the “fighting 
drunk” is in many ways, a caricature of the “gentleman.” On the 
other hand, the placidity and reduced aggressiveness which opiates 
induce, represent the antithesis of the “gentleman” ideal, and are 
usually regarded with contempt. Traditional (e. g., Confucian) 
Chinese attitudes are quite the reverse. Placidity and repression 
of open aggression are highly valued, while competitiveness and 
indulgence in the more violent competitive sports are usually dis- 
paraged. Alcoholic intoxication is therefore regarded with more 
abhorrence than opiate addiction. Significantly, Japanese cultural 
attitudes toward the overt expression of aggression, and toward 
aleoholism and opiate addiction are more like those of the Occident. 


Similar differences in attitudes may be found in the ease of Jews 
who have been reared in traditional orthodox Jewish environments, 
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and those who have been “assimilated.” As Samuel points out,” 
the overt expression of aggression has always been condemned in 
the traditional Jewish culture, while the impact of “assimilation” 
has tended to alter such attitudes. In the experience of the author, 
as well as that of others, the incidence of chronic alcoholism is low 
among Jews of orthodox background, compared to the incidence of 
opiate addiction. The reverse seems to be true in Jews of “Re- 
form” or non-religious background. It is of interest that the sub- 
ject of the present investigation, who was of orthodox Jewish 
background, disliked aleohol because it “made me drunk and got 
me into fights.” Cannabis, in the form of hashish, may serve as a 
substitute for aleohol in cultures which interdict the use of the lat- 
ter on religious grounds (e. g., among Mohammedans). In recent 
years, chronic barbiturate intoxication seems to have increased in 
the United States. Clinically, the effects of cannabis and the bar- 
biturates resemble closely, those of alcohol. 

The individual personality, the specific effects of single and re- 
peated doses of morphine, and the cultural attitudes toward opiate 
addiction, contribute to the etiology of narcotic addiction. Theo- 
retically, the behavior pattern of the narcotic addict may be viewed 
as the resultant of competing motivations, which in turn are re- 
lated to the intensity of “primary” and “secondary” needs and the 
habit pattern of utilizing certain mechanisms to satisfy them. For 
example, individuals who have been unable to satisfy their needs 
by any means, are more apt to become narcotic addicts, since the 
drugs can satisfy their “primary” needs directly. In others, par- 
tial satisfaction of needs may have been achieved through various 
mechanisms, regardless of whether they are “normal” or “neu- 
rotic.” Thus many habitual criminals, and persons whose neurotic 
defenses are adequate, are not apt to become narcotic addicts, nor 
are socially-acceptable, mature individuals. 

Similar factors determine the degree of social productivity which 
is compatible with active narcotic addiction. In the subject of this 
study, morphine addiction was associated with a gradual decline 
in such social productivity as was possible in the experimental sit- 
uation. This might have been expected, since there was no evi- 
dence to indicate that this individual had been able to satisfy his 
needs through socially-productive activities—even before his ex- 
perience with drugs. On the other hand, physicians have been 
known to continue successful practices while actively addicted to 
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opiates for long periods of time. It is even conceivable that the 
use of narcotics, to satisfy “primary” needs partially, may enable 
some individuals to complete the satisfaction of such needs by so- 
cially productive activity, whereas this could not be achieved with- 
out the use of drugs because, perhaps, of the great intensity of 
their needs. The ultimate factor which determines the motivation 
to use narcotic drugs repeatedly and which determines the degree 
of social productivity which is compatible with it, may therefore 
be the relative intensity of such anxiety as results from inadequate 
satisfaction of “primary” needs, through mechanisms which may 
be either “normal” or “neurotic.” However, the artificial “pri- 
mary” need which is developed after the continued use of such 
drugs may become the paramount motivating factor in the addict’s 
existence and may thus induce steady regression regardless of the 
level of maturity which has been attained prior to addiction. 
SumMary anp ConcLusions 

1. A psychodynamic study was made of a patient with a previ- 
ous history of drug addiction, during experimental re-addiction to 
morphine in a controlled environment. Material for interpretation 
was obtained by observation of his behavior, direct interrogation, 
recording of spontaneous productions, free associations, and 
dreams. 

2. Subjective experiences following injections of morphine ap- 
pear to be related to direct gratification of “primary” needs, such 
as hunger, fear of pain, and sexual (general erotic) urges. The 
terms “normal” and “euphoria” as used by addicts, reflect relative 
degrees of completeness of such gratifications. 

3. When “tolerance” to such effects of morphine develops, such 
gratifications are diminished, but a new source of gratification be- 
comes available through the concomitant development of “physical 
dependence,” which assumes the character of a “primary” need 
that can be satisfied only by morphine-like drugs. 

4. The use of morphine in our culture may serve also as a 
means of expressing hostility indirectly, though feelings of guilt 
may also develop. The suffering attendant upon abrupt with- 
drawal of morphine may serve the purpose of expiating such guilt. 

5. “Secondary” needs are relatively little affected by morphine, 
except through the gratification of “primary” needs. Hence the 
“personality pattern” of the addict usually undergoes only quanti- 
tative changes as a result of the use of morphine, though legal- 





ABRAHAM WIKLER, M. D. 293 


economic factors may alter the process. However, strong, “physi- 
cal dependence” tends to promote regression. 

6. While morphine tends to “release” stable (not necessarily 
“normal”) reaction patterns, this effect is more than counter-bal- 
anced by reduction toward dependency of motivations. ‘“Repres- 
sion” is therefore little affected by the use of morphine. This is in 
marked contrast te the effects of alcohol. 

7. Divergence in cultural attitudes toward alcohol and opiate 
addictions are correlated highly with divergence of cultural atti- 
tudes toward the overt expression of aggression. This is discussed 
with reference to the contrasting effects of alcohol and opiates on 
individuals. 

8. The genesis of morphine addiction and the degree of social 
productivity which is compatible with active addiction are dis- 
cussed in relation to the dynamics of personality development, the 
effects of morphine and prevalent cultural attitudes. The ultimate 
determinant of the motivation to use morphine repeatedly appears 
to be the relative intensity of such anxiety as is consequent to the 
inadequate satisfaction of “primary” needs, through mechanisms 
which may be “normal” or “neurotic.” 


Addiction Research Center 
Public Health Service Hospital 
Lexington, Ky. 
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SOME PROBLEMS CONNECTED WITH FODOR’S BIRTH-TRAUMA 
THERAPY 


BY M. LIETAERT PEERBOLTE, M. D. 


In his book The Search for the Beloved’ and in several other 
publications,’ Fodor has demonstrated that birth-trauma and pre- 
natal traumata may be considered the most important sources of 
anxiety. Moreover, by his pioneer work, he has indicated a way 
for practical psychoanalytic evaluation of these anxieties: Patients 
are able to abreact these fears in psychoanalytic treatment and, 
by their doing so, the possibilities of healing by way of psycho- 
analysis are greatly enlarged. 

Though it is not intended here to record Fodor’s work, or to dis- 
cuss the practical results of this extension of psychoanalytic possi- 
bilities, it may be of use to record some problems related to the 
analysis of birth-traumata and pre-natal traumata, as encountered 
by the author during his one year of experiences with Fodor’s 
point of view. 

As a starting point, one may use a dream of a homosexual adult: 
“Together with a companion, I am in a room of a house. The walls 
of this room are covered with padded jute. The house is tumbling 
down but the room remains intact. I say to my companion: ‘We 
must look for a way out.’ He then seizes a piece of the padded 
jute and tears it from the wall. Through the hole in the wall, I 
see the ruins of the house. Then we are outdoors and I see.a 
woman being carried away on a litter.” Obviously this is a birth 
dream, but some remarkable features can be noted in connection 
with it. In the first place, the dreamer is not alone, he is with a 
male companion. Second, this companion is pictured as an active 
person in relation to the birth; third, the scene with the woman 
on a litter shows a kind of compassion for the mother in relation 
to the birth. 


The first fact, the dreamer’s having a companion, is a picture 
very often seen in dreams concerning birth and a pre-natal state. 
Though not indicated in this dream, the “double” figure in such 
dreams always seems to refer to the relation placenta-fetus, as two 
parts of the same impregnated ovum. When there is no question 
of manifest homosexuality, this double is usually of the other sex 
than the dreamer. If the dreamer is female, her double frequently 
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will be a male, and vice versa. In this male-female relationship, 
however, there may sometimes exist complications which will be 
discussed further in connection with pre-natal traumata. 


At first it may seem astonishing that the placenta should be so 
important in the pre-natal state. But, in a purely biological sense 
the placenta is an important regulating and feeding center (regu- 
lating the oxygen supply). So it is not too far-fetched to suppose 
that the fetus projects its own psychic regulation upon the pla- 
centa. Particularly in cases where pre-natal traumata have oc- 
curred, one observes that damage to the placenta runs parallel with 
loss of consciousness or of mind. The mental part of the fetus 
seems to be projected onto the placenta. A short dream of a fe- 
male patient may illustrate this: “I seem to have what looks like 
a gramophone record. In its center there is a long string which I 
am holding in my hand and pulling up and down like a yo-yo.” In 
this case the placenta has “record”-ed a placenta-rupture of which 
the patient dreams. 

Returning to the first dream, it may be seen that the double, or 
placenta, is tearing off a piece of the uterine membrane. This pa- 
tient had a difficult birth. The umbilical cord was around his 
neck, threatening asphyxia (a threat symbolized in other dreams 
asa Negro). Surely, during his birth-process, the cord had foreed 
or torn the placenta, and this is recorded in the dream by an action 
of the double, the tearing of the uterine membrane. 

But this is not the only interpretation of the active partner in 
this dream. Looked at from the point of view of the fetus, the or- 
deal of birth is really a process to be undergone passively. How- 
ever, one must not forget that every chicken picks itself out of the 
egg, which is a very active achievement, probably caused by iack of 
oxygen. From this point of view, the active partner in this dream 
may indicate an active wish of the fetus to get out, and one may 
suppose—with Fodor—that, at the end of pregnancy, the placenta 
is no longer able to feed the fetus sufficiently. 

The active role of the double is the more obvious with regard to 
the third point, compassion for the mother who is injured by the 
birth. The dreamer here shows a feeling of guilt toward his 
mother about being born. This certainly indicates a very strong 
mother-child fixation. The feeling of guilt in relation to birth is 
something which the author has met several times, and it has al- 
ways indicated in the first place an active wish of the fetus to get 
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out. In the second place, the birth-process itself then may be felt 
as a punishment (probably some roots of sado-masochistie tenden- 
cies lie here). Moreover, there may be a suppression of aggressive 
tendencies, directed against the ordeal of birth or against the 
mother. 

When looking further into the question of this pre-natal double, 
it is a remarkable fact that in some instances the male fetus seems 
to identify himself with the placenta, whereas the female fetus 
identifies herself correctly with the fetus. Postnatal searching for 
the beloved, from a male point of view, often is depicted as a search 
for emotional life, while from a female point of view, the seeker is 
looking for mental guidance. 

If one considers the relation of the regulating and the recording 
mind, or of the placental and the fetal, and if it is remembered that 
placenta and fetus originate from the same egg, one may 
expect, from a psychoanalytic point of view, that an analysis of 
this relation will reveal something about primary narcissism. Do 
not fetus and placenta together form a world in itself, a closed 
system? (The contact between placenta and uterus will be dis- 
cussed later in relation to the pre-natal influences of the mother 
on the fetus.) And does this world not represent the external ex- 
pression of psychic primary narcissism? According to Freud, one 
of the main characteristics of primary narcissism is the feeling of 
being almighty, which should not be mistaken for the wish to be 
almighty—one of the symptoms of secondary narcissism. Para- 
disiacal situations are certainly described in dreams referring to 
the pre-natal state, such as flying through the air. But the author 
thinks that the study of disturbances caused by this pre-natal nar- 
cissism will throw a clearer light than formerly on the inner struc- 
tures of primary narcissism. According to Fodor, disturbances 
are found in two groups of influences (a) when there are telepathic 
influences of the mother on the fetus and (b) in cases of attempted 
abortion, placental rupture, parental sexual intereouse during the 
last three months of gestation (in some instances). 


Fodor mentions some examples of this first group, e. g., of tele- 
pathie influence of the mother on the fetus. The present author, 
however, during this one year of practice, has found no evidence 
pointing in this direction. His own experience rather points in 
another: That is that by transference of the pre-natal double 
to the mother (after birth) a postnatal telepathic contact may 





M. LIETAERT PEERBOLTE, M. D. 297 


be established. The fact that telepathic phenomena are rooted in 
a primary form of libido, before sensory awareness is possible, in 
the primary mother-child relation, has already been reported else- 
where. The author has found no indications of pre-natal tele- 
pathie contacts. In this connection, Sontag’s studies* should also 
be mentioned. 

In the second group, that of pre-natal traumata, a very interest- 
ing case can be recorded. The principle dream, indicating a pla- 
centa-rupture, was published in a former article. For a good in- 
sight, however, it may be repeated here: 

“Tam with a lot of people in what appears to be an airship, mov- 
ing between earth and sky, going to some unknown destination. 
The moon, or a similar object, is seen plainly from the airship. 
There is something wrong with the moon, a dark shadow spreads 
from its right side to the middle. It looks rather like the real 
shadows on the moon; but this is only one shadow, very dark and 
with a clear outline. A substance flows out of the shadow part and 
into the sky, surrounding the moon on the right. This, in its turn, 
causes a discoloring of the sky. I am very much concerned about 
it. I speak to someone and describe the moon as being angry, with 
some disturbance inside it which threatens our safety. Nobody 
seems very interested but ine. Throughout the whole journey | 
go in fear of the disturbance on the moon getting worse, and some- 
thing happening then that will kill us.” 

The placenta rupture is described here in a nearly classical way. 
The clinical symptoms of this female patient were: (1) a sort of 
agoraphobia, she became especially anxious when returning home 
from outside; (2) fits of anxiety when she was at home and her 
husband went out; and (3) sudden fits of depersonalization, espe- 
cially after trying to understand another’s personality. In such 
attempts, she “transferred herself” into the other person and after- 
ward “could not return into herself.” 

This whole complex of symptoms appeared to be related to her 
pre-natal trauma in a way that indicated that this trauma had 
caused a split in primary narcissism between the recording and 
the regulating mind, or the placenta and the fetus (or emotional 
life). Analyzing this split, there appeared to be a battle between 
two attitudes: (1) The first attitude was related to the motive, 
“My male is murdered,” indicating her loss of mind by the acei- 
dent (depersonalization); (2) the second attitude was concen- 
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trated around the motive, “The male is a traitor,” or, “He is a 
very weak person, incapable of anything and now I have to be a 
male myself” (a secondary narcissistic effort to overcome the 
trauma. ) 

In line with the first attitude, this patient even produced dreams 
suggesting that her male mind (Jung’s animus) had stepped out 
or retired during the pre-natal accident and could not return after 
it. These suggestions, however, were a bit too “magical” for the 
author, until his patient produced some dreams in which a certain 
regression toward an earlier state, conception, became obvious. 

Before recording and discussing one of these dreams some ob- 
servations must be made regarding the second, or secondary nar- 
cissistic, attitude. The unconscious wish to be a male made her 
identify herself in many respects with her father in postnatal life. 
Further, several dreams aimed at revenge on the treacherous orig- 
inal male—defense of the secondary narcissistic position, and also 
repressed aggression against this male. Finally, her wish to be a 
male caused conflicts with her mother, even to such an extent that 
her mother beat her on the head with a saucepan (a remarkable 
repetition of the pre-natal moon, the attributes of which, after 
birth, are transferred to the mother). The end of all quarrels 
always was that the patient sank at her mother’s feet pleading: 
“Don’t be angry with me.” Here, in postnatal life, the transfer- 
ence of her placenta toward her mother was very clearly demon- 
strated and closely related to her secondary narcissistic effort to 
overcome the pre-natal accident. This mother-child relationship 
really was caused by the fact that the mother could not understand 
that her daughter required more love than another child who had 
not gone through such an accident. 

Returning to the question related to the first attitude, that of 
the patient’s feeling of being-out-of-her-mind, another dream may 
be recorded: 

“There is something very peculiar going on. The dream takes 
on an eerie, ghostly atmosphere which lasts throughout the rest of 
the dream. There are weird things floating about the sky. At one 
point, I look out of a window and I see a series of flags going 
quickly by, as though drawn along on pulleys, similar to telegraph 
wires. One lot that goes by are American flags, stars and stripes. 
Another lot also has stars, but they are red and green. At an- 
other point, | see a man who was fond of me lying dying or injured 





M. LIETAERT PEERBOLTE, M. D. 299 


on the floor. I leave him. Perhaps I have no time. This may be 
connected with an upheaval of some sort. I have a vague idea 
that it is all connected with people coming to the earth from an- 
other planet. No doubt based on the flying saucer project. At one 
point it becomes clear that strange people from another planet 
have arrived. I think | realize this, and certainly one other man 
in the room does so too, because he suggests that we let them in. 
Apparently we do, because small people enter the room, wearing 
porkpie hats. Some of the hats are green and some orange and 
there is something shining on the hats. I speak to one of the littie 
men, saying: ‘Your planet is the lost section of the earth. In the 
vear [?] a section of the earth sank, or was it rising?’ 

“T enter a room leading off the room where I left the fat injured 
man lying on the floor. There is a tall, glamorous girl who, I think, 
has just taken something for a headache. She is standing behind 
a curtain looking out of a window. We lift the curtain aside and 
she tells us to look out at something peculiar in the sky. I look 
out. It is night time and I see in the sky shadowy outlines which 
look like cigars on the right hand side and balls on the left hand 
side, while in between there is some other object. The object on 
the left is moving as if it were opening and closing a mouth. The 
girl mentions the word ‘mills.’ Perhaps in a way this resembles 
the movement of windmills. I say to her: come and see the real 
eause of all the trouble and I am referring to the arrival of the 
little men from the unknown planet. 

“The small people are much more advanced than we are in 
atomic power. | am sure that they will laugh at us for the way we 
do things. I imagine that they will scoff at the way we run our 
vellow motorbuses and other things. They must be shown around.” 

This dream contains any archetypal symbols, according to 
Jung’s terminology. This fact and the eerie, ghostly sphere made 
the author hesitate to attach a purely sexual interpretation to it. 
Moreover the man, then injured and dying, was a well-known sym- 
bolic picture of the patient’s pre-natal accident (the injured pla- 
ecenta or mind). The dream section about cigars and mills, she as- 
sociated with spermatozoa and ovum. This part of the dream eon- 
tains a picture of conception. As to the litthe men coming from 
another planet, she associated them with mind entering body, just 
as one who believes in reincarnation describes it. 
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So this dream appeared to be a mixture of matters concerning 
the accident and conception. Regardless of how astonishing it 
may be to find conception “fantasies” in dreams, one must not for- 
get that, according to Freud, each traumatic event causes a regres- 
sion toward a former psychic state. So, theoretically, it would not 
be astonishing if a pre-natal trauma caused a regression to a for- 
mer state, conception, as a starting point of the fetal life which was 
threatened by the trauma. This reflection, however, has very wide 
consequences : 

First, the dream-part about mills and cigars suggests that there 
exists, besides a male and a female cellule, a third factor which, in 
the dream, is only indicated, not seen, and which probably is re- 
lated to the unknown, indicated by the unknown planet. If this 
dream were the only one in which such a suggestion had been given, 
there would be no necessity to attach any special importance to it, 
one could then take it for a kind of fantasy, nothing more. But 
this dream section was connected with many other dreams pro- 
duced during the analysis and containing the same motif, e. g., a 
show with two windows, one on the right, showing male objects, the 
other on the left showing female things, and between the two win- 


dows a vacant place. Here the patient associated this vacant place 
with the something between ovum and spermatozoon. 


Could this “some other object” indicate her own mind? One 
must remember that she described the dream as having an eerie, 
ghostly atmosphere; and if one further knows that the idea of con- 
ception causes as much anxiety as re-experiencing her accident, 
the author thinks there is an indication here of a third factor in 
conception, besides ovum and spermatozoon. This third factor 
comes in at the moment of conception, and there is a suggestion 
that it would leave the fetus as soon as this is threatened by death, 
for instance, by placenta-rupture. In biological terms, we might 
call this factor life itself; from a psychological point of view it is, 
in this analysis, taken as the regulating and recording male or 
mind; from a psychoanalytical point of view, however, we would 
want to express it in other terms. The author may indicate that, 
however ordinary it may seem, the attraction between the male and 
female cellules, a primary form of love or libido, need not be taken 
for granted, need not be self-evident; it is a strange and magic 
thing, this tendency to become one. Further on, the author will 
discuss the various aspects from the point of view of libido. 
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Second, as to this factor, additional to ovum and spermatozoon— 
called mind, or life, or love, one can study some further aspects in 
this dream, when one takes into account the little men from the 
other planet. These must without doubt indicate the mind, being 
from another order than the cellules, or the earth. But the last 
part of the dream, where the dreamer supposes that these little 
men are far more advanced than we in atomie power, shows a little 
glimpse of primary narcissistic thinking and experiencing. Orig- 
inal mind is here supposed to be much more advanced than or- 
dinary mind, to know many more things and to master matter in 
the best possible way; mind here is supposed to know far more 
than, let us say, postnatal human mind. 

It is a remarkable fact that there seems to be some doubt about 
the origin of that other planet. Did it rise or sink? Was the 
planet a question of regression after the accident, where mind 
sank, or was it the original question of conception, where mind 
rose? 

In the whole dream section regarding the little men the feeling 
of being almighty is obviously related to a noetic quality, the same 
quality which, afterward projected on the placenta, is called “my 
male.” But, on the other hand, this third factor is also the at- 
tracting power between male and female. So we find in this dream 
two facets of this third factor at conception: a noetic one, related 
to primary narcissistic thinking, and a linking quality, related to 
Freud’s libido in the sense of love. 

Third, this dream as a whole points out the source of the prin- 
cipal symptoms of this patient. Anxiety becomes evident when 
returning home herself, or when her husband goes out. The facet 
is that she has projected her pre-natal male onto her husband. His 
going out is associated with the placenta-rupture and its conse- 
quence—the going out of her mind (the reversed way of concep- 
tion). Her anxiety when returning home also is the reverse of 
this original process: the impossibility of return would mean 
death, whereas the coming in of the third factor at conception 
means life. 

Some other examples may illustrate that more patients suffer 
from the same sort of trouble: 

First, consider the loss of mind, depicted by the death of the 
double. A female patient, born asphyxially through the fact that 
the cord was pinched off during the process of birth, as it was 
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fixed round the arm, felt pain in her arm and a heavy tension on 
her navel during treatment. She produced a dream: “I see a 
woman giving birth to a boy and a girl at the same time, but the 
hoy is dead.” 


Second, a male patient, born feet first, dreamed: “I am in a van. 
For some reason | have to get out. | open a back door and jump 
out in such a way that | come down feet first.” Surely the motif 
“back door” may be interpreted in other ways also, but here it 
may be remarked that abnormal positions during birth are also 
recorded by the fetal mind. Time for research has been too short, 
however, to obtain an insight into the question as to whether dif- 
ferences in position during birth correlate with specific psychie 
qualities. 

This patient produced another dream, dealing with the question 
of conception from his unconscious viewpoint. Here is the dream, 
with the patient’s associations to it. “I was in a room. <A boy 
came in and put a glass, filled with cherries, on the table, then he 
disappeared. [| was curious to know where he had got this glass. 
I opened the door of the cupboard, but did not see anything. The 
back wall of this cupboard could be removed. Behind it, a wooden 
wall also could be removed, and then [I could look into the other 
room through a kind of lattice. Now [ closed these doors, but at 
the same time a small door opened in the side-wall of the cup- 
board. Behind that door there was another deep cupboard in 
which I found the glass of cherries.” 

Hlis associations were as follows: “First | thought this dream 
indicated a fear of marriage, because the one room is male and the 
other female. In order to eliminate this fear I closed the doors of 
the other room. But in what direction did T want to fly after my 
birth, feet first? Of course, toward the pre-natal stage, toward 
iny mother. The double doors in the back wall are indeed the 
double exit during birth, and the fruit is a symbol of the ovum. 
My curiosity about this glass not only expresses the flight into the 
pre-natal, but even my wish to be in the state before conception.” 
When the author indicated that this dream expressed a good deal 
of infantile sexual curiosity, the patient admitted this, and re- 
membered some instances of curiosity. But he added: “But this 
curiosity always expressed itself in the question: “Where do ehil- 
dren come from?’ | think this curiosity finally aimed at being in 
the state before conception.” 
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Comparing this dream about conception with the woman patient’s 
dream which was described, a very remarkable thing can be ob- 
served in the man’s dream. Here also, there is a third factor be- 
tween the male and the female factor, symbolized here by a glass 
of cherries. When one remembers that this red fruit in dreams 
always has a sexual character, the difference between the first 
dream (in which the third factor is invisible and is later symbolized 
as having a male and mental quality) and this second one is obvi- 
ous. The question arises as to how to interpret this different men- 
tal and sexual factor. The author thinks that the different evalu- 
ation of this third factor is due to the difference in sex of the two 
dreamers. In the case where the dreamer is a woman, one must 
admit that she has, in her pre-natal state, even starting as early as 
conception, identified herself with the fetus and the egg. From 
her viewpoint she sees the third factor as a unifying, regulating 
and recording, noetic force. 

If the dreamer is a man, then he identifies himself with the regu- 
lating and recording part, and from his point of view the unifying 
third factor is a sexual one. It seems that here is the analysis of 
the roots of Jung’s animus and anima as two facets of a third fae- 


tor. From the one viewpoint this unifying force is regulating and 
noetic; from the other, it is a sexual factor.* This difference can 
also be observed in daily life in some differences of outlook of 
women and men. 


Finally, one arrives at a very difficult question. If the author is 
right to suppose that this third factor, this unifying force, is libido 
—and in other cases too he thinks he has found the same indica- 
tions about such a third factor in conception—then the question 
may be asked whether this libido is dependent on the two cellules 
or not. From a purely scientific standpoint, without any philo- 
sophieal prejudice, there are in reality three possibities: If the at- 
traction, the unifying force, is caused by special qualities of the 
ovum and the spermatozoon, libido is dependent on these qualities. 
If the principle to be-at-one is already present in an invisible form 
and becomes manifest at the moment of conception, libido would in 
some respects be independent. If the two former possibilities are 
both right, there is an attraction between the two cellules based 
on their special qualities, and there is also a libidinous principle, 

*This psychological evidence that sex is determined at conception, of course corresponds 
to the biological view. One may cite Thomas Durfee’s research into animal conception. 
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representing the tendency of unity of male and female, the Greek 
hermaphrodite, co-operating with the attracting power. 

The answer to this question could have far-reaching conse- 
quences. If libido is principally dependent on the qualities men- 
tioned, psychoanalysis has limits set by hereditary qualities, and 
we shall never be able to cure illnesses caused by these qualities. 
If, however, libido is independent, we may have good hope event- 
ually to break through these forms of illness. 


Moreover, a clear insight into this basic problem would surely 


throw a light on a more or less philosophical basis on which to take 
a stand. 

Although the author is unable to answer the question, he may 
put down some remarks concerning it. 

First he has observed that when this question is put to men and 
women, the answers are different. Men are inclined to think libido 
is dependent on the special qualities of the two cellules, whereas 
women think libido must have an independent character. When 
the writer then asks what one should think about mind or spirit 
in relation to love, men and women both maintained as a rule that 
mind is independent, but that love is dependent. Putting this ques- 
tion was not meant merely as an opinion test. It proved to some 
extent that the difference between the sexes is due to their differ- 
ent ways of identification. 

A second point of consideration is the question: Whence comes 
the possibility of recording this unification of ovum and sperma- 
tozoon? Which “mind” records the three facets, ovum, sperma- 
tozoon and their mutual attraction? 

In a former publication,’ the author studied some cases of tele- 
pathie contact, and his conclusion was that telepathic contact is 
brought about by a primary form of libido, connecting mother and 
child in the first postnatal period, when the child’s senses are not 
yet in function. But in these contacts he found a very strange 
theme. 1f a telepathic contact is possible chiefly by way of a trans- 
ference of this primary mother-image to other persons, it contra- 
dicts all our knowledge about transferences in daily life to believe 
that such a transference might cause a real psychic contact—in 
such a way that the psychic contents of one person could come in 
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contact with those of someone else. Yet this is an essential quality 
of telepathic contacts: The psychic contents of the one are known 
by the other without any sensory perception. Maintaining the 
libido theory, the author believed it might be well to admit an 
extrapersonal form of libido and he provisionally called this 
“eosmie libido.” 

It would surely be attractive to propose a theoretical connection 
between this “cosmic libido” and the eventually independent form 
of libido in consideration in this paper. But since, as a research 
worker, the author is averse to theoretical speculations, and since 
it is now possible to ask the question, we may expect the answer 
from further research into this problem of a “mind” that can make 
record of the three factors in conception. We may expect that a 
theoretical explanation will be forthcoming. 


SUMMARY 


The question is raised in this paper of the pre-natal double, the 
loss of which causes a postnatal tendency to search for the beloved 
(Fodor). The different evaluation of this double, male or female, 
mental or sexual, is related to sex differences. Some dreams are 
discussed concerning conception itself; and by means of these, pri- 
mary narcissism and the essence of libido are studied in cases 
where dreams regarding conception are due to regression caused 
by pre-natal traumata. 
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PSYCHOSOMATIC IMPLICATIONS IN A CASE OF PAGET'S DISEASE 
WITH PSYCHOSIS 


BY J. NOTKIN, M. D. 


A 67-year-old woman hospital patient who had apparently found 
an adjustment in a system of delusional projections dating to an 
indefinite period prior to her admission to Hudson River (N. Y.) 
State Hospital on July 19, 1920, began to complain 12 years later 
of excruciating pain in her left leg. The examination revealed no 
objective findings, and the physician on the service prescribed an 
analgesic. However, the physician was rather puzzled by the pa- 
tient’s complaints, and he finally decided that a rather unusual 
evolution of her mental reaction had taken place. He reasoned 
that, being dissatisfied with the manner in which she was solving 
her emotional problems, she had intensified the libidinal invest- 
ment of her body organs, directing, at the same time, more of her 
hostile impulses upon herself. This was an interesting and plausi- 
ble theory, but the patient continued to complain of severe pain, 
and two months later the same physician noted that her left tibia 
was bent. A roentgenological examination at that time disclosed 
the presence of Paget’s disease of the fibro-cystic type involving 
practically the entire shaft of the left tibia, the pelvis and the skull. 

There were no outside sources of information concerning this 
patient’s past life except for a police account of the event which 
led to her hospitalization. The patient herself was very reticent. 
She said she was born in this country in 1865 of English and Amer- 
ican stock. She described her father as a “nervous man.” He was 
an Englishman who had come to the United States when he was 
young. He had died of tuberculosis. Her mother, she said, was 
American by birth and had died at the age of 63 of carcinoma of 
the stomach. The patient knew little about her mother’s person- 
ality. She mentioned casually that a cousin was in a mental hos- 
pital, but would give no further details. 

She said she had received a common school education, had at- 
tended business college and had been graduated from a training 
school for nursing. She was engaged in nursing until the age of 
40. She would not tell what she had done during the next 15 years. 
Describing her own personality, the patient proudly remarked that 
during her younger years she had enjoyed music, opera and asso- 
ciation with persons she called “people of refinement.” 
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According to the police record, the patient created much excite- 
ment on a busy street in Troy on July 10, 1920, when she refused 
to get off a trolley car track and assaulted a policeman who was 
doing traffic duty at that point. The policeman was first attracted 
to her when she stepped off the curb and stood directly in the path 
of an approaching car. The motorman applied the brakes; but 
after he had brought the car to a halt, she did not make a move to 
get away from the spot. At first the motorman and the policeman 
thought she had been frightened and could not move; but after a 
few seconds of conversation with her, they realized that she in- 
tended to hold up the car. Efforts of the policeman to talk her out 
of it proved without avail, and in a few minutes she had sueceeded 
in snarling up traffic. Ile finally had to remove her bodily from 
the tracks. She was then taken to the police station where she re- 
fused to speak. She did not impress the police as being under the 
influence of liquor or drugs. 

When she was sentenced the next morning to 30 days in jail 
under the name of Jane Doe she revealed her identity. Realizing 
that he was dealing with a psychotic woman, the jail warden trans- 
ferred her for observation to Marshall Sanitarium in Troy, and on 
July 19, 1920 she was certified to Hudson River State Hospital. 
On that day, she appeared to be moderately depressed. Later, dur- 
ing an interview, she was irritable and expressed her resentment 
at being sent to a state hospital. She was cryptic about the inci- 
dent in Troy but at the same time gave vent to some delusional 
ideas. She said, “It seems the law does not permit me to see my 
own way without molestation. T want to create my own environ- 
ment, and my own atmosphere. People have been interfering for 
a long time.” Prodded by the physician, she continued, “I know 
they attempted to divert my mind to apply things that are not so 
but T can’t exactly explain what I mean.” She then spoke about 
hearing what she called “an inner, small voice. . . . It was some- 
thing I couldn’t understand.” She went on, “I don’t see why they 
trouble to annoy me anyway. I would welcome death, yes right 
now. I don’t want to have any agony prolonged. I am subjugated 
to things intolerable and brutal.” 


She showed no evidence of intellectual impairment and generally 
appeared rather well-preserved. Physical examination revealed a 
blood pressure of 180/95 and some evidence of myocardial involve- 
ment. A few days after her admission, another attempt was made 
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to discuss the trolley incident. This time she was more revealing 
but gave a somewhat different version. She said the trouble 
started on the street in Troy when she was on her way to buy a 
newspaper. People in the crowd, she said, hit her with their el- 
bows and pushed her. To avoid this she stepped off the curb and 
walked on the street. When the policeman touched her, she struck 
him with her umbrella. She denied standing on the car track and 
holding up the trolley car. She said the policeman whom she 
struck took hold of her and pushed her over to the sidewalk. 

She admitted striking men on previous occasions, one time be- 
cause a man spat in her face. She said she generally did not like 
walking on the streets because crowds tired her and suffocated her; 
however, riding through the streets in an auto did not bother her, 
as she got enough air. She was also troubled with noises, steam 
ears, trolley cars and other vehicles. She spoke again of the “in- 
ner voice” telling her to love everybody, not to do evil and to do 
good. She thought everybody had this “inner voice.” She admit- 
ted that she had not done any work for several years and had 
moved around and boarded in many places but would not tell 
where. She would not reveal the source of her income and re- 
fused to divulge the names of relatives or friends. 

During the next month she was alternately pleasant and haughty. 
She frequently complained of not feeling well or of being tired and 
weak and, therefore, refused to do anything. About six months 
after her admission, she began to barricade the door of her room 
at night. She gave no explanation for this precaution. She de- 
manded cathartics daily, asserting that she was very constipated. 
During the next nine years she was irritable, overbearing in her 
manner toward other patients, occasionally complaining about the 
nursing personnel. She frequently requested medication, com- 
plaining of fleeting pains in her hands and feet, or of gastrie up- 
sets and abdominal distress. At the same time, she also expressed 
some delusional ideas. She claimed that patients came to her room 
to annoy her and that some of them spoke to her about “the bastard 
child.” She believed that this statement reflected upon her honor 
and she was rather emotional about it all. At this point, it is inter- 
esting to note that, while complaining about the patients, she men- 
tioned how the situation affected her physically. She said, “It 
makes my heart feel as if it would jump out of me.” One day she 
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declared that a wire was installed in the building to annoy her. It 
caused unpleasant sensations in various parts of her body. 

During the twelfth year of her residence in the hospital, she be- 
gan to complain of severe pain in her left leg. It was, therefore, 
not surprising that this complaint was considered a somatic delu- 
sion. Two months later, however, this theory had to be given up 
when a more careful examination revealed the deformity of her left 
tibia, and the roentgenological studies of this and other bones re- 
vealed, as has been already mentioned, changes of the kind seen 
in Paget’s disease of the fibro-eystie type. Her blood calcium at 
that time was 12 mg. per 100 ee. She then received a course of 
radiation in the region of the parathyroid gland. A month later 
she suffered a transverse fracture of the left tibia without appar- 
ent aid of any accident. During the subsequent months the frae- 
ture healed uneventfully. From then on, the patient’s delusional 
trend began to abate in its intensity, and her somatic complaints 
became less pronounced. 

This patient came to the writer’s attention three years after she 
had fractured her leg. She was then in a good state of nutrition. 
She walked slowly with a limp caused by the shortening of the left 
leg. Her skull was somewhat enlarged but not conspicuously so. 
It measured 2214 inches in circumference. She volunteered the 
opinion about her head that “It seems to have grown.” Her blood 
pressure was 162/104. The heart was enlarged to the left and 
there was a systolic murmur over the precordium. The deep re- 
flexes were hyperactive but there were no pathological reflexes. A 
blood count suggested a mild state of secondary anemia. Blood 
Wassermann was negative. Blood sugar: 125 mg. per 100 ce. 
Blood urea nitrogen was slightly reduced: 7.21 mg. per 100 ce. 
Serum caleium was: 8.5 mg. per 100 ec. Inorganic phosphorus: 
4.7 mg. per 100 ce., a figure considered somewhat high. Renal effi- 
ciency test (phenolsufonphthalein excretion) was 15 per cent for 
the first hour and 40 per cent for the second hour which is normal. 
Urine showed a trace of albumen and a few leukocytes. Basal 
metaboHe rate was +2. 


Roentgenographic studies at this time showed the presence of 
the osseous changes but still limited to the original structures, that 
is the left tibia, skull and pelvis. (Figures 1, 2 and 3.) 
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At this time she also practically ceased to express her delusional 
ideas and became better adjusted to hospital life. She showed no 
intellectual impairment. 

In view of this state of remission, she was placed in a boarding 
home December 5, 1935 where she adapted herself quite satisfac- 
torily. On April 1, 1939 she was allowed to live in the community 
on convalescent leave under the supervision of the social service 
department of the hospital. During the next year, there were occa- 
sional expressions of dissatisfaction, and occasional somatie com- 
plaints, but, on the whole, a definite recession was noted in her 
tendency to project. 

She was discharged from the records of the hospital April 1, 
1940. She died August 10, 1942 of cardiac decompensation. 

This case is reported, not so much as a combination of Paget’s 
disease with a psychosis, as to bring attention to the psychosomatie 
problem involved. The case illustrates how erroneous it is to con- 
sider all psychotic patients’ somatic complaints which cannot be 
readily accounted for as merely neurotic or delusional. This pa- 
tient’s somatic complaints certainly had their justification, as they 
could well have been caused by structural alterations in the bones, 
which must have been going on for a number of years. Pain 
caused by periosteal changes in Paget’s disease is a well-known 
fact. The fatigue, abdominal distress and constipation this patient 
complained of are the common symptoms in this entity. Her ecom- 
plaint of not being able to breathe in crowds could be explained by 
her cardiovascular involvement. The haptic hallucinations, which 
she ascribed to such external interferences as the wiring of the 
building were probably a misinterpretation of the actual pain 
caused by the bony changes. 

There remains the question, What was the reason for her im- 
provement? Perhaps the radiation of her parathyroid gland de- 
creased the abnormal metabolic process, and so diminished or elim- 
inated the painful sensations. 

We have no explanation to offer for the remission of her psycho- 
sis except perhaps to hazard the theory that, because she had suf- 


fered the fracture, her guilt feeling was assuaged, permitting her 
finally to be at peace with herself and the world around her. It is 
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well realized of course that with such a theory, one runs the risk 
of getting into the same pitfall in which the other physician fell 
when he advanced his ingenious psychological explanation for the 
patient’s somatic complaints. 


Hudson River State Hospital 
Poughkeepsie, N. Y. 





EDITORIAL COMMENT 


OF MICE AND MEN 


Something we should like to see some time is a report on the 
psychological dynamics of the “anti-vivisectionist.” He is an in- 
teresting social phenomenon; and he illustrates, in a most con- 
vincing manner, how completely emotion can block the function- 
ing of the intellect. We wish somebody would do a thorough study 
of him—the more so since we think psychiatry could logically and 
usefully play a larger part than it has done in support of the Na- 
tional Society for Medical Research and the other organizations 
which are interested in greater freedom for scientific studies with 
animals. 

It seems sometimes as if psychiatrists, dealing primarily with 
mental and emotional aspects of the organism, disregard the unity 
with the physical which they preach ceaselessly to others. A few 
psychiatrists, of course, participate in physical research and ani- 
mal experimentation. Such subjects as brain trauma, electro- 
encephalographie work, and research into the physical aceompani- 
ments of frustration require it. But such research is nearly as 
remote from the psychiatric majority as from the general popula- 
tion; we know it is being done, and we apply its results daily, but 
it is removed from most of us personally. Even the very consid- 
erable amount of general research currently being done in the 
fields of pharmacologic and other physical procedures, such as 
shock and psychosurgery, is commonly neglectful of these physi- 
cal procedures themselves, and concerned largely with the psy- 
chological and social sequelae of therapies now ordinarily ac- 
cepted as routine. 

So one may wonder if the psychiatrist always realizes how great 
his personal concern with animal experimentation may be. It 
would be well, we think, if it were more generally realized and if 
psychiatrists, in consequence, played a more active part in seeking 
to remove the barriers, erected by ungoverned emotions, to scien- 
tific progress. This is not to urge any specifie acts or actions. 
New York State has just adopted legislation to release unclaimed 
animals from pounds for medical research; and New York psy- 
chiatrists thus have no present need or aim to influence legislation. 
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We, in particular, aim at no such thing in writing here. What we 
do aim at is to urge psychiatrists, as groups and individuals, to 
take greater future interest, not only in the repeal or liberaliza- 
tion of restrictive laws, but in the social psychodynamics which 
enacted them. Individual irrationality is a psychiatric problem; 
social irrationality may be likewise, or it may be the more general 
concern of mental hygiene. “Anti-vivisectionist” clamor is both 
individual and social irrationality, and, in this aspect, is of as 
much import to psychiatry as it is to any other branch of medicine. 

Any contribution to the literature of animal experimentation 
must note that the advocate of suen experiments is fond of ani- 
mals—with appropriate documentation. So we like animals. Most 
doctors (there are exceptions, of course) have some liking for the 
human race, or they would not be doctors; the medical profession 
is not notably attractive to misanthropes. Psychiatrists in par- 
ticular are likely to like people, for persons who do not sympa- 
thize with and identify with other people are unlikely to be at- 
tracted to psychiatry. We think—although we could not support 
this statistically—that most people who like other people also like 
domestic animals, for they recognize the animals’ kinship to peo- 
ple and their possession of some of the best qualities of people. 
(The reverse of this proposition does not seem to hold—some peo- 
ple seem to like animals and dislike other people, as will be men- 
tioned later.) 

So again, we like animals—and we think most psychiatrists 
agree with us. A hasty and incomplete check shows present and 
past animal-members of three Psycuiatrric QuarTERLY editorial 
board families to include: big, little and medium-sized dogs— 
aristocrats, misadventures and mongrels. It shows alley, Siamese 
and three-colored cats, with dozens of plain, fancy, and seven-toed 
kittens. There are guinea pigs, goldfish, minnows, turtles, mice, 
rats, hamsters, chickens, lizards, and the believe-it-or-not white 
rabbit (appropriately named Harvey) who housebroke himself 
after watching the cat at her box, and was thereafter made wel- 
come in the living room, where he came to have his head rubbed, 
to leap about, clicking his heels behind him, and to frighten the 
wits out of guests after one too many highballs. 

Theré seems to be no way to prove it, but there is every objec- 
tive reason to believe that the animals of whom we commonly make 
pets react emotionally very much like human beings and that their 
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“intellectual” processes differ less in kind than in degree. We 
have seen a humiliated and jealous Boston terrier shed tears; the 
slinking away of a whipped puppy is proverbial; owners of more 
than one pet at a time can testify that dogs and cats can be jealous 
of each other, and that mother dogs and cats can display jealousy 
when they think too little human attention is being paid to them 
and too much to their puppies and kittens. Most of us have seen 
the care, attention, affection and watchfulness the mother cat lav- 
ishes on her babies. She may have lost the taste for milk since 
she was a kitten; but when she is to have babies of her own, and 
when she is nursing them, she returns to it; she feels somehow that 
she requires it, and, unlike human mothers, needs no doctor to ex- 
plain the demands for calcium of baby bones and teeth in preg- 
naney and infancy. That a cat can have a “neurosis” has been 
demonstrated by experimental animal psychology, but an animal 
“neurosis” is a reaction to man-manipulated frustrational environ- 
ment. A mother cat keeps her babies spotlessly clean until they 
are old enough for toilet-training, which she carries out efficiently 
and expeditiously. No cat grows up with an anal fixation. And 
did anybody ever hear of a mother cat who had to take her children 
to a child guidance elinic? 

Animal mothers bring up their children naturally to undertake 
the duties and responsibilities of maturity. Keith and Cathy 
Hayes, psychologist and science student, who are bringing up the 
little chimpanzee, “Vicki,” like a human daughter, will never be 
able to abandon her. “Vicki” will always be dependent, like an 
immature adult human—in “Vicki’s” case something unavoidable 

but in human children the result of raising by those who do not 
realize their role of training children for maturity and then en- 
couraging independence. 

These remarks are by way of emphasizing the point that we like 
animals, sviipathize with animals, and frequently have great ad- 
miration for the characters and behavior of animals. We have 
owned animals we loved and who, we are sure, loved us. At this 
point one must introduce the second obligatory declaration in any 
discussion of this subject. That we are fond of animals is the first. 
That we are still more fond of people is the second. 


It should not be necessary to enlarge, to any professional group, 
on the role of the experimental animal in science in general and 
medicine in particular. Our diagnostic laboratory procedures 
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could not be carried out without guinea pigs, rabbits and other 
animals. Rats and mice are essential for cancer research. Dogs, 
cats, pigs, pigeons and horses are required for various purposes. 
A hasty check indicates that units of medicinal and toxic sub- 
stances are measured by lethal or other effects on at least eight 
different animals. Essential serums and antitoxins are obtained 
by use of others. The essential role of insulin in the metabolism 
of sugar was, as everybody knows, discovered by experimentation 
with dogs, and the insulin itself, indispensable in the treatment of 
diabetes and of wide use in the therapy of the psychoses, is, of 
course, obtained from slaughtered animals. Research workers 
in brain trauma have made wide use of cats and rhesus monkeys; 
and much of the present-day understanding of traumatic epilepsy 
may be traced to experimentation with the latter. Biological in- 
vestigators, dealing with phenomena of the greatest import to the 
future of mankind, experiment ceaselessly with living creatures 
ranging from fruit flies to birds. 

No medical scientist needs to be told that this work is necessary 
for the practice of modern medicine or for medical progress in the 
future. No medical scientist needs to be told either that no cruelty 
which is possibly avoidable is involved, that operations are per- 
formed under anesthesia, that pain and suffering would in almost 
all cases defeat the object of the experiment, and that animals in 
general are treated with all the kindness and consideration shown 
to human patients. But the lay public does need to be told. It 
needs to be told because it has hearkened for so long to the strident 
tones of the opponents of scientific research that it is difficult for 
the calm tones of truth to obtain a hearing. The “anti-vivisee- 
tionist” poses as the kindly, benevolent super-humanitarian who 
is fighting extreme cruelty to animals inflicted by fiends with medi- 
cal degrees. We think he may well be something very different, 
and we should be very much interested in finding out what and 
why. 

The National Society for Medical Research is a little more than 
five vears old. It reports that in those five years laws to restrict 
inedical research have been repealed in three states—to be sup- 
planted by “affirmative” legislation—and that “anti-vivisection” 
laws no longer have serious consideration anywhere, while laws 
to promote medical research do. As an instance, the new New 
York State law, making animals from pounds available for scien- 
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tific laboratories, may be contrasted with a bill, passed by the New 
York State Senate in 1945 and narrowly defeated in the Assem- 
bly, to prohibit animal experimentation altogether. The campaign 
for freedom of research has been successful within the objectives 
set for it; the American Psychiatrie Association is a member or- 
ganization of the National Society for Medical Research, and, we 
hope, will continue to support it enthusiastically. But we should 
like to see psychiatry do more in the investigation of the causes 
of the “anti-vivisectionist” psychodynamics, and more in the way 
of enlarging campaign objectives and widening campaign limits. 

The American people have had examples in the past of the ca- 
pacity of an organized minority to influence the enactment of re- 
gressive legislation; but one may doubt if they have profited suf- 
ficiently from such examples to take proper preventive steps. It 
is the long-established habit of the American majority, and a 
prominent feature of a true democracy, to shrug tolerantly at the 
activities of such minorities. That is, we are so confident of the 
workings of majority rule in this country that we rarely get ex- 
ercized over minority legislative proposals until they are on the 
verge of enactment. It might pay us as specialists threatened by 
such a movement, as well as pay citizens in general, to devote a 
little more attention to exactly what a properly organized minor- 
itv can do in this country. 


So far as we can determine, 30 states—the majority thinly pop- 
ulated—have no laws to protect or regulate animal experimenta- 
tion. Only 15 states specificially recognize the legitimacy of ani- 


mal research, and only five of those provide for the turning over 
of unclaimed animals from pounds to laboratories. Three states, 
including populous Pennsylvania and Massachusetts, actually have 
laws restricting biological research. If this is so, it may be taken 
as indicating that modern medical research, experimentation and 
even diagnosis and treatment are vulnerable to a concerted minor- 
ity attack from the “anti-vivisectionist.” We suggest, as one de- 
fensive measure, that, in addition to public support for protective 
and liberalizing legislation, psychiatry might weil undertake a 
task in its own field in studying and exposing the unconscious mo- 
tivations of the “anti-vivisectionists,” and undertaking the mental 
hygiene activities necessary to make them understood generally. 
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It is difficult to believe that the motives of the “anti-vivisection- 
ist” are humanitarian or kindly. Were they so, there is enough 
evidence plainly to be seen that animal experimentation is serving 
the cause of humanitarianism to convince anybody capable of in- 
tellectual conviction. If similar evidence for some course of pro- 
cedure were to be advanced in astronomy, oceanography, pure 
mathematics or any other science remote from pressing popular 
concern, nobody would dream of questioning it. Such evidence is 
questioned in medicine for causes linked closely with emotion, 
‘auses remote from reason and untouchable by reason. 

In an article, “The Cruel Vegetarian,” in Part 1 of the Psycur- 
ATRIC QuARTERLY SuprLeEMENT for 1946, Hyman S. Barahal re- 
marks, “most of the followers of this cult, particularly those who 
exploit the humanitarian angle, are basically cruel and unneces- 
sarily malicious.” He is discussing, of course, the vegetarian who 
opposes the eating of flesh as cruelty to animals and who thus 
founds his conduct on the same reasoning as the opponent of sci- 
entific animal experimentation. Barahal cites Hitler as a pro- 
fessed vegetarian and notes that under his regime stringent laws 
were enacted to protect animal life throughout Germany and cur- 
tail medical experimentation—when Jews and foreigners were be- 
ing persecuted and people, not animals, were actually subjected to 
vivisection. We could cite one of the best-known and most fervent 
vegetarians of recent times as a notably overbearing, irrational 
and sadisti¢ person in his dealings with other human beings. And 
among the leaders whose power, money and influence have helped 
support the American “anti-vivisection” movement for many vears 
was an advocate of policies which openly threatened wars involv- 
ing America—with war's accompanying cruelty to individuals of 
both sides. Dean Nwift is a famous example of a world figure 
whose extreme misanthropy was reflected in an exaggerated love 
of animals, as may be recalled by anv reader of Gulliver’s Travels. 
For a modern example from much lighter literature, one might cite 
the detective novel Murder in a Hurry by Frances and Richard 


Lockridge, two writers who are notably fond of cats, who depict 


cats as personalities—with perception and affection—who have 
written, besides fiction, serious books about cats, and who write in 
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Murder ina Hurry a psychologically sound story of a wealthy ee- 
centric who hates the human race and makes a cult of his devotion 
to animals. 

The simple facts of the case could not be expected to influence 
people who are basically cruel. They would be insulated against 
representations that drugs cannot be used safely on human beings, 
if they cannot be tested upon animals; that the surgeon must learn 
to perform abdominal operations at unnecessary risks to humans, 
if he cannot learn upon animals; that many human beings will die 
unnecessarily if we cannot learn from animals the causes of such 
disorders as diabetes. They could not be reached by the argu- 
ment that the animals science seeks to obtain from the pound will 
be gassed to death if they are not made experimental subjects. 
Unless they were vegetarians also, they would fail to recognize 
the analogy between eating pork, lamb and beef, and causing the 
early deaths of a colony of mice in cancer experimentation. 

They could not even recognize the precedent of the body- 
snatcher in demonstrating the harm wrought—by ill-conceived ef- 
forts to protect—the object sought to be protected. When dissec- 
tion of human bodies was forbidden by law, no grave was safe 
from prowlers who sought bodies for the medical schools; and 
among the “resurrection men” were some who murdered to obtain 
bodies if murder appeared easier or safer than grave-robbing.* 
When unclaimed bodies were made available for medical research, 
grave-robbing (with murder to obtain cadavers) ceased, it is an 
almost unknown crime today. Today, with a multitude of un- 
claimed animals withheld from medical science in the pounds and 
with the Atomic Energy Commission of the United States govern- 
ment willing (before the enactment of New York’s new pound law) 
to pay $35 apiece for “stray” dogs and $3.50 apiece for “stray” 
cats (at the University of Rochester and the Brookhaven, N. Y., 
laboratories) could anyone who has the use of his intellect believe 
the family pet is safe? 

The psychiatrist may perform several roles here. As a doctor 
of medicine, he may alert himself to a potentially regressive situa- 
tion and join those who are striving to prevent its happening here. 

*Roughead, William: Classic Crimes, Chapter, The West Port Murders. Cassell and 
Company, Ltd. London. 1951. (The British Book Centre, Inc. New York.) 
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As a specialist he may inquire into the etiological psychodynamies 
of the “anti-vivisection” movement and even into the general psy- 
chodynamies of the fanatical, stubborn minority-cause members 


who apply emotion, not reason, to legislative proposals. And he 
may attempt to persuade the majority that they are dealing with 
something which cannot be reached by reason when they meet these 
proposals. We need more action; and we need to know a great deal 
more than the general fact that the “anti-vivisectionist” may be 
animated by unconscious hatred for the human race—if we are 
ever to deal effectively with this social deviant. 
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Psychoanalysis and Culture. (icorge B. Wilbur and Warner Muenster- 
berger, editors. 462 pages. Cloth. International Universities Press. 
New York. 1951. Price $10.00. 


This volume, devoted to eulture and personality, sociology, epistemology, 
mythology, linguistics, art and literature, is dedicated to Géza Réheim on 
his sixtieth birthday, September 12, 1951. It is a very fine presentation of 
psychoanalysis in anthropology, in which field Réheim was the pioneer. 
Contributors include George Devereux, Karl A. Menninger, Clyde Kluck- 
hohn, Marie Bonaparte, George B. Wilbur, Edmund Bergler and Geraldine 
Pederson-Krag, among other distinguished workers. This is a very fine 
tribute and a most worthwhile study of the world-encirelng human experi- 
ence of which psychiatry is a specialty. This volume should be particu- 
larly rewarding to the armchair anthropologist and of interest to all other 
informed persons concerned with human personal and social problems. 


Perception. An Approach to Personality. By Robert R. BLaKke, Ph.D., 
and GLENN V. Ramsey, Ph.D., in collaboration with Frank A. Beach, 
Ph.D. Urie Bronfenbrenner, Ph.D., Jerome S. Bruner, Ph.D., Nor- 
man Cameron, M. D., Ph.D., Wayne Dennis, Ph.D., Else Frenkel- 
Brunswick, Ph.D., Ernest R. Hilgard, Ph.D., George S. Klein, Ph.D., 
Alfred Korzybski, James G. Miller, M. D., Ph.D., Louis J. Moran, 
Ph.D., Clifford T. Morgan, Ph.D., and Carl R. Rogers, Ph.D. 422 
pages. Cloth. Ronald Press. New York. 1951. Price $6.00. 


To provide a comprehensive as well as integrated survey of recent re- 
search ‘in perception, is not a small task. Yet 15 ou:standing psychologists 
have admirably succeeded in combining their contributions in such a way 
that the 13 chapters of this book follow logically upon each other, each 
incorporating the trend of all the previous ones. This symposium aims 
to study personality from the perceptual viewpoint. The book is much 
broader in scope than its aim would imply. Pathological aspects, as well 
as the normal, receive attention. There is much historical background of 
experimental research in perception and personality, which makes the 
book valuable as a reference work. The many new hypotheses advanced 
and the practical suggestions for further experimental work should stimu- 
late the researcher and theorist. 


A few of the significant points brought out by the symposium follow. 
A theory of perception should be able to explain how differences in per- 
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ceiving characterize different personality constellations. Besides the basic 
structural and chemical determinants of perception, there are the cultural, 
developmental, and other experiential determinants. Principles of normal 
perception can bg used to explain delusion formation in the abnormal. 
Functionally, our perceptions provide environmental stability and give 
definiteness to what we perceive. It is chiefly unconscious perceptions 
which determine effeetive adjustment to reality. 

This well-written and stimulating book should be read by every ad- 
vanced student of personality. 


A Primer for Psychotherapists. [}y KexNxerin M. Cousy, M. D. 167 
pages. Cloth. Ronald Press. New York. 1951. Price $3.00. 


Dr. Colby has contributed a helpful elementary handbook on a difficult 
subject. Within a few pages he has outlined his theory, defined his eon- 
cepts, explained the roles of therapist and patient, and followed through 
in detail the beginning, middle, and end course of the psychotherapy of the 


neuroses. .A concluding chapter discusses the detection and psychotherapy 
of mild eases of schizophrenia. Verbatim accounts of interviews and spe- 
cifie practical advice about what to do under various cireumstances add 
much value to the book. 

The author’s psychotherapy is similar to psychoanalysis in theory, but 
differs somewhat in application. In Colby’s type, the therapist takes a 
more active part, treatment is not so prolonged, and dreams and early child- 
hood are not so thoroughly investigated. The author’s goal in psychother- 
apy is a modest one—to provide relief from present neurotic troubles. In 
the beginning stages of therapy, the therapist primarily asks questions and 
makes interpositions. He formulates his dvnamie workable diagnosis, de- 
termines the suitability of the patient for therapy, and decides whether to 
use chiefly covering or uncovering therapy. During the first interviews, 
the patient also becomes acquainted with the interview technique. 

Pouring the middle course of therapy, which is aimed at freeing the ego 
of its wish-defense conflicts, the psychotherapist uses interpositions and 
interpretations as his main tools. The proper frequeney and timing of 
these techniques, as well as a permissive attitude, help to weaken the pa- 
tient’s resistance. Transferences aid the therapist to understand the pa- 
tient and to plan the future course of the therapy. In ‘‘working through,’’ 
the mechanisms of recollection, reconstruction, re-experiencing, and repe- 
tition come into play. The termination of therapy occurs when either the 
psychotherapist’s limited aim is satisfied and the patient can be tactfully 
induced to end treatment, or when the patient wishes to stop. 


This book is highly recommended to beginners in psychotherapy. 
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A Study of Epilepsy in Its Clinical, Social and Genetic Aspects. 
By Cari Henry AstréM. 284 pages including pedigree charts, 30 
tables and figures, extensive bibliography and index. Paper. Acta 
Psychiatriea et Neurologica, Supplementum 63, 1950. Ejnar Munks- 
gaard, Nérregade 6—Copenhagen. Price: 20 Swedish crowns. 

This study of epilepsy is the result of a five-vear research project ear- 
ried out at the famous neurological elinie of the Caroline Institute at the 
Serafimer Hospital in Stockholm. Eight hundred and ninety-seven out- 
patients with convulsive disorders and their nearest relatives in the as- 
cending and descending line were examined with regard to their prognos- 
tie courses and their genetic implications. The stimulus for these investi- 
gations was a 200-vear-old Swedish law which prohibits marriage to per- 
sons suffering from epilepsy and which has created problems calling for 
a review of its justification. 

The author presents an extremely interesting study of epilepsy from 
every aspect in 897 families (in which the eases of 16 pairs of twins are 
included!). These important investigations, especially those referring to 
the significance and evaluation of eleetro-encephalographie examinations, 
must be studied in detail in the original monograph. The author comes 
in his final conclusions to the reeommendation for repeal of the law. 

Physicians and social workers, as well as geneticists, will find indispen- 
sable material in this profound study. 


Der Gestaltkreis. Theorie der Einheit von Wahrnehmen und Bewegen. 
Fourth edition. (The Gestalt Circle. Theory of the Unity of Percep- 
tion and Motion.) By VixTor von WEIzSACKER. 203 pages. Cloth. 
George Thieme-Verlag. Stuttgart. 1950. Price $4.65. 


This Heidelberg professor’s book originally appeared in 1939. It is di- 
vided into five parts: Introduction, Pathological Disturbances of the Nerv- 
ous System, The Conditions of Perception, The Conditions of Motion, The 
Gestalt Cirele. The very thorough discussion of theoretical neurology 
contains many illustrations from the clinical and experimental fields. The 
contributions of earlier centuries and of many countries are cited. 

The Gestalt circle is considered by the author to be a most important 
concept. Dr. Weizsacker defines it as the integration, the unity of the sub- 
ject-object dualism. Perhaps, if completely accepted in theoretical im- 
plications, it would do away with the dualism of psyche and soma in the 
interpretation of human behavior. Principles of biology and medicine, 
as well as of psychology and philosophy, are used to derive this hypothesis 
of the integrated unity of perception and motion. The psychiatrist and 
neurologist who, besides having a reading knowledge of German, also en- 
joys following theoretical lines of thought of a complex nature, will find 
this book stimulating. Explanations of new terms as used by Dr. Weiz- 
sacker are given in the appendix, as well as detailed references, 
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Neurology and Psychiatry in General Practice. Henry R. Viets, 
M. D., editor, in collaboration with C, Charles Burlingame, M. D., 
Clarence B. Farrar, M. D., and Z. M. Lebensohn, M. D. X and 150 
pages including index. Cloth. Grune & Stratton. New York. 1950. 
Price $3.50. 


This little book is the condensed residue of papers presented as lectures 
at the clinical session of the American Medical Association in December 
1949. It is molded into a concise review of the present state of the major 
everyday problems of neurology and psychiatry as they are met in the 
general practitioner’s office. It is neither a text nor a reference book; it is 
free from theoretical diversions and avoids successfully an indulgence in 
modernistie psychologic redundancy. But the well-chosen selection of the 
subjects, and the able handling of the material in preciseness and presen- 
tation, places this book in a special category of professional literature. 
The terminology is clear; diagnosis, treatment and prognosis are discussed 
in a critical and definite manner. 

The neurological part discusses questions on epilepsy, Parkinsonism, re- 
habilitation, neurosyphilis, evaluation of the EEG, and a competent ap- 
proach to the problem of headache. 

The second part—dealing with psychiatric problems—gives information 
and advice in an unusually clear and competent way on the most urgent 
actual questions physicians are asked daily. The chapters on alcoholism, 
cleetrie convulsive therapy and psychosurgery, short as they are, will give 
sufficient satisfactory information. 

Altogether: This is a competent and recommendable book which should 
be very welcome to every physician for its clearness, conciseness and perti- 
nent information on actual questions. 


Basic Psychiatry. By Kpwarp A. Strecker, M. D. 458 pages. Cloth. 
Random House. New York. 1952. Price $3.75. 


One ean correctly identify this book as a textbook of psychiatry for the 
layman. No psychiatrist is better qualified than Dr. Strecker to write such 
a book. His long and wide experience and his many years in his work have 
mellowed his thinking to a point where he can impart to the average person 
a broad understanding of the human side of mental illness. 

As just suggested, Basic Psychiatry has the pattern of a textbook, but it 
is written in easily understandable language with many short examples 
and descriptions of mentally ill persons whom Dr. Strecker has treated. 
The causes, the classification, the description of each type of mental ill- 
ness, and treatment in general are described. Finally, Dr. Strecker closes 
with three brief chapters: ‘‘The Silver Cord,’’ ‘‘A Design for Childhood”’ 
and ‘‘The Psychiatry of War.’’ 
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Manic-Depressive Psychosis and Allied Conditions. By Lroro.p 
Beak, M. D. 246 pages. Cloth. Grune & Stratton. New York. 
1952. Price $9.75. 

To the author with his collaborators, psychiatric investigators are in- 
debted for tireless efforts in collecting, in one volume, brief reviews of 
articles written about a major mental illness. This review of the manic- 
depressive psychoses follows the pattern used by the author in a previous 
excellent volume, Dementia Pracor. 

In the introduction, the author presents his ‘‘multiple-factor psycho- 
somatie theory of manic-depressive psychosis.’’ This theory is very sim- 
ilar to, and, in parts, the same as, that expressed in his article relative te 
the ‘‘multiple-factor theory of schizophrenia’’ published in this Quar- 
TERLY, October 1949. 

Following the introduction the book is divided into two parts. Part I 
reviews literature written relative to vital statistics, etiology, physio- 
pathological and psychopathological studies, symptomatology and diagno- 
sis, treatment, prognosis and prevention of manic-depressive psychosis. 
This psychosis in childhood is also reviewed. 

Part II reviews ‘‘ Allied Conditions’’ such as psychotic reactions in preg- 
nancy, involutional psychoses, reactive depressions, depression in old age, 
and suicide. 

The book contains a huge bibliography and a complete index. 

In this volume, the author does not critically analyze the literature re- 
viewed. He presents the material in such a well-organized manner that 
the book will be of much value to psychiatrie libraries and to the psyehi- 
atrie profession in general. 


Special Pathology of the Diseases of the Central and Peripheral 
Nervous System. 3vy Gerp Perers, professor of neurology and 
psychiatry at the University of Boun. XVI and 437 pages inelud- 
ing 214 illustrations, introduction, material and bibliographie in- 
dex. Cloth. Georg Thieme Verlag. Stuttgart. 1951. (Agents for 
United States: Grune & Stratton, Inc., New York.) Price $13.20. 

This new textbook of special neuropathology is the first of its kind in 
the German medical literature. It follows the best tradition of German 
textbooks and is the equal of similar texts in other languages. Although 
the deseriptive histopathology of the clinical syndromes is in the fore- 
ground, physiology and pathogenesis are integrated in a good, didactic 
manner. The international literature is extensively utilized and excellent 
macro- and microphotographie reproductions in black and white illus- 
trate the text to its advantage. 


This is altogether an outstanding example of thorough German, encyelo- 
pedie textbooks, worthy of the great neuropathologist, Walter Spiel- 
meyer, to whose memory it is dedicated. 
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Lehrbuch der Traumanalyse. (Textbook for Dream Analysis.) By 
HaRALD Scuvutz-HeENcKE. 283 pages. Cloth. Georg Thieme Verlag. 
Stuttgart. 1949. Price 24 marks. 

Professor Schultz-Hencke has written this book to outline a picture of 
what is known about dream analysis today. Although based on the inter- 
pretation of about 50,000 dreams, it is not a primer to instruct people in 
analyzing dreams, but rather a work to give them a background for this 
very important technique. 

Dr. Schultz-Hencke who has been a practising psychoanalyst in Berlin 
for many years, with the exception of the vears under Hitler, divides his 
text into five major parts. First, under the heading, ‘*‘ Anthropological 
Baeckground,’’ he discusses many concepts of depth psychology, like drives, 
fears, adjustment to conflict, inhibitions. He practically outlines some- 
thing like an anthropological psychology. 

Next, in ‘‘The Dream as a Mirror of Actual Experiences,’’ the theory 
of neurosis, symbolism in dreams, imagination are analyzed among other 
topics. Ideas—witty, sublime, analytical, integrating—are some of the 
subtopies in part C, ‘‘The Natural Environment of Dreams.’’ In part 
D, the ‘‘Dream Under Artificial Conditions,’’ as in psychoanalysis, free 
association, ete., is discussed. 

The final hundred pages contain model illustrations for systematie 
dream interpretation. Dreams are classifiable under the three major 
drives—the drives for possession, for power, and for sexual satisfaction. 

The author includes a great variety of illustrations. He repeatedly 
warns the novice to shy away from oversimplification in trying to find the 
deeper meanings of another person’s dream. Professor Schultz-Hencke’s 
volume will be of interest and full of suggestions to any person who is 
involved in counseling, as well as to analysts. His modesty in under- 
rather than overstressing his system and his interpretations as the only 
correct ones, will be appreciated by every serious social scientist. 

This work certainly should be translated into the English language. 


Proceedings of the Second Clinical ACTH Conference. John R. 
Mote, M. D., editor. Two Volumes: I, Research, 531 pages, 276 figures, 

52 tables; Il, Therapeutics, 716 pages, 311 figures, 81 tables. Blakis- 
ton. Philadelphia, New York, Toronto. 1951. Price $8.50 a volume. 
Following the lines of the first conference on ACTH, the report of the 
second is complete, well arranged and well edited. The first volume, 
which includes the papers on research, indicates the wide general effects 
of ACTH on metabolism. The value of the research papers is in the orig- 
inal figures, charts and findings, from which the reader may come to his 


own conclusions. The electrolyte-conscious surgeon or physician may find 


some of his answers here. Many of the metabolie studies on proteins, car- 
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bohydrates, fats and vitamins have clarified some of the controlling factors 
in health and disease. Those interested in the study and treatment of in- 
flammation, can find a new powerful method in the use of ACTH. 


The second volume ineludes the wide experience of numerous clinicians 
in the direct application of ACTH and adrenal products to their clinical 
problems. By getting an over-all view of the cases—with their suecesses 
and failures—one can get an inkling as to the direction in which ACTH 
may be very necessary in the future. (The reviewer believes a distinction 
must always be kept in mind between stimulating the adrenal by ACTH, 
and substituting for the adrenal by cortical substances; the latter may 
cause atrophy of a specifie funetion of the adrenal.) Several papers indi- 
cate the value of ACTH in maintaining ‘‘well-being’’ or achieving clinical 
improvement in burns, post-operative states and infections; but definitely 
show that this improvement is temporary unless the cause is removed or 
bacteria are destroyed by other means. The new papers confirm the effee- 
tiveness of ACTH in collagen diseases. One can assume that in many dis- 
eases there is an associated metabolic disturbance, probably on the basis 
of adrenal or pituitary change in which there is a need for ACTH as a 
regulatory mechanism. 


Processes of Cerebral Atrophy Occurring During Middle Age and 
Their Psychiatric Symptomatology. (//irnatropische Prozesse im 
mittleren Lebensalter und thre psychischen ‘Erscheinungsbilder. By 
Dr. med. FriepricH WiLHELM BroniscH, Privatdocent for psychiatry 
and neurology, scientific assistant in the psychiatric and neurologic 
clinic of the University of Heidelberg. 105 pages with 43 reproduc- 
tions of x-ray pictures of the skull. Paper. Georg Thieme Verlag. 
Stuttgart. 1951. Grune & Stratton, American agents. Price DM 12.60. 

The author tries to establish a syndrome of neuro- and psychopathologie 
symptomatology with common organic findings of atrophie cerebral pro- 
cesses. He justifies his concept mainly by the results of eneephalograms 
(made by the cisternal route). He finds, in all of his cases, hydrocephalus 
externus and internus, the former more marked than the latter. Fourteen 
ot his own eases are systematically reviewed. They comprise the most dif- 
ferent diseases: e. g., ‘‘diffuse sclerosis, diffuse infiltrative encephalomye- 
litis, multiple sclerosis, panencephalitis, meningo-leukencephalitis, cerebral 
thromboangiitis obliterans, spastie pseudosclerosis,’’ ete. 

The reviewer doubts the necessity, from a clinieal or didactie viewpoint, 
of foreing clear pathological entities into the frame and under the heading 
of a new syndrome characterized by a single common pathogenetie sign 
which might even be temporary. 


The recorded cases have a certain value as casuistry. The bibliography 
is restricted to the German literature. 
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Brain Metabolism and Cerebral Disorders. By Haroip FE. Himwicn, 
M. D. 368 pages. Cloth. Williams & Wilkins. Baltimore. 1951. 
Price $6.00. 

The author, clinical research chief, Army Chemical Center, Maryland, 
states that this is a review of the subject of brain metabolism. He believes 
that such a review is ‘‘an aid in giving direction to future researeh, re- 
seareh which has already begun to throw new light on some disease pro- 
cesses.” This subject is one which Dr. Himwich has investigated for 
some time; and any person interested in brain metabolism should profit tre- 
mendously by reading this book and keeping it in his library. 

secause the book contains such a tremendous lot of information requir- 
ing endless space for a review, it seems best to quote a small part of the 
author’s introduction: ‘‘. . . the first part ‘Energetics,’ the methods by 
which energy is elaborated, as well as distributed to support nervous ae- 
tivity. The second part, entitled ‘Patterns of Nervous Activity,’ explains 
energetics in terms of behavior. Though the emphasis in Part I is laid on 
cellular physiology and biochemistry, whereas the second part is more con- 
cerned with the integrated action of the various portions comprising the 
central nervous system, still each is dependent upon the other; the first part 
describes the processes necessary to support nervous activity, and the latter 
handles the problem of how the nervous system earries on at the expense of 
the energy elaborated within it.’’ 

There are portions of the book which will be of special interest to the 
clinician. These parts refer to the study of changes in cerebral metabolic 
rates during anesthesia, hypoglycemia, avitaminoses, alcoholic comas and 
drug intoxication, as well as metabolic changes following brain injury. 

The bibliography contains 1,042 references. There are, also, author and 
subject indices. 


Genetics in the 20th Century. Essays on the Progress of Genetics Dur- 
ing Its First 50 Years. L. C. Dunn, editor. 634 pages. Cloth. Mae- 
millan. New York. 1951. Price $5.00. 

This valuable volume comprehensively covers the many facets of the sei- 
ence of genetics in a well-organized group of papers by today’s most dis- 
tinguished geneticists. It is a compilation of papers presented at the 
Golden Jubilee of Geneties held on September 11-14, 1950. Outstanding 
investigators met from all parts of the world to discuss the origin and re- 
markable developments in this fascinating new science. The applications 


in genetie research of biometry, biochemistry, biophysies and immunology 
are presented. The discussion progresses to the role of genetics in modern 
fields of medicine, sociology, anthropology, plant and animal breeding, and 
plant pathology, furnishing a clear concept of the contributions made by 
genetics in its brief existence to biological fields. 
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The Rose Tattoo. By TENNESSEE Wiuwiams 144 pages. Cloth. New 
Directions. New York. 1951. Price $3.00. 

The impact of love on the heart and the conditions of its unfoldment are 
symbolized by the rose in mystical philosophy and by the rose tattoo in 
this play. 

The author confesses that ‘‘men pity and love each other more deeply 
than they permit themselves to know.’’ Thus Serafina, imprisoned in her 
love for her dead husband, almost wrecks the life of Rosa, her daughter, 
before she realizes that she too must choose to put love first. 

Like all Williams’ plays this one has its measure of sadness, gloom and 
tragic intensity but unlike most of them its people finally achieve some 
insight into each other’s needs. 

Serafina’s regeneration through the needs of the lonely Alvara, Jack’s 
almost bitter capitulation to the spiritual self that Rosa sees in him are 
threads that flash briefly but brightly against a somber background of 
poverty, hate and depression. Like a Greek chorus with strophe and anti- 
strophe, the evil and the good in man advance and retreat as scene after 
scene makes dramatic progression with extraordinary foree and power. 


Children Discover Arithmetic. An Introduction to Structural Arith- 
metie. By CATHERINE STERN. 295 pages with illustrations. Cloth. 
Harper. New York. 1951. Price $4.50. 

Dr. Stern’s book will appeal to teachers, psychologists and parents. It 
deseribes a new approach to teaching arithmetie to voung children. Its 
author, director of the Castle School at New York, has developed her 
method empirically and bases it on the principles of teaching and learning 
of the Gestalt school. 

It is a well-known fact that many adults fear the very word arithmetic 
and shy away from any kind of mathematics, because in their grade-school 
days their learning of the number concepts had been a painful and dull 
one with a great deal of rote memorizing. Dr. Stern’s method, however, 
is full of intrinsic motivation. She uses the manipulation and pattern- 
making of colored blocks to guide children in their discovery of mathe- 
matical rules, and in conveying number concepts to them. From block 
games, the child progresses to mastery of addition and subtraction, mul- 
tiplication and division, denominate numbers and fractions. 

The new approach does not produce pupils who mechanically supply 
correct responses, but it makes children think. The concept of learning 
as the result of mere repetition, or drill is condemned. But, of course, 
the child is encouraged, and usually is anxious, to practise a new principle 
on many examples. 

Records and photographs convey to the reader how much the children 
enjoy Dr. Stern’s approach. This is in spite of the facet that she pur- 
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posely refrains from embellishing her straight numbers with dolls, cats 
and dogs, ete., for she insists that extrinsie motivation is to be discarded. 
The teacher also will enjoy this new approach, as she is spared the point- 
ing out of errors, as the child diseovers them on his own with Dr. Stern’s 
materials. Despite the emphasis on econerete manipulation of blocks and 
other material, which, by the way, ean be purchased through the author, 
the child will be thrilled to find that, after the initial period, he is able 
to work examples the quick way, on paper or in his head. 

Dr. Stern dedicates her book to Dr. Max Wertheimer, one of the late 
founders of Gestalt psychology, as a sign of her gratitude for his inspira- 
tion. The reviewer feels that Children Discover Arithmetic, with its 
simple, non-technical language, will be an inspiration to parents and edu- 
cators, and will add insight to psychologists into the Gestalt principles 
of teaching and learning. 


Hypnoidal Psychotherapy. By Marcaret Stecer, Ph.D. 150 pages. 
Cloth. Froben Press. New York. 1951. Price $3.50. 


The author has studied both Freudian and Jungian analysis extensively, 


but in her own work she adheres strictly to neither school. Psychotherapy 
is instituted while the subject is in a hypnoidal state, between sleeping and 
waking, as opposed to a hypnotic state, which the author considers to be 
unnatural and somewhat similar to hysteria—not conducive to free, un- 
damaging, self-expression. For hypnoidal psyehotherapy to be successful, 
there must be a high degree of rapport with the therapist, and care must 
be taken by the therapist that ideas foreign to the conscious state are not 
introduced. Anamnestice analysis, with its exploration of the preconscious, 
is used as a starting point before the patient is put into the hypnoidal 
state and no attempt is made actually to explore the unconscious. 


That Degenerate Spirochete. By Oscar Daniel. Meyer, M. D. 320 
pages. Cloth. Vantage. New York. 1952. Price $5.00. 


This is a book on syphilis by a syphilologist who is also a devoutly re- 
ligious man. His title is based on the theory that Treponema pallidum 
or spirochaeta pallida, which is the term used in this book, may be derived 
from part of the tail of the human protozoon by a degenerative process. 
He attributes such disorders as tuberculosis, influenza, leprosy and gon- 
orrhea to further degeneration or mutation of the syphilis spirochete. 
There is ‘‘little doubt in my mind,’” he says, that syphilis figures in the 
etiology of dementia precox and a list of other disorders generally classi- 
fied as psychiatric, including neurasthenia, psychasthenia, migraine and 
hysteria. His discussion and methods of prevention are moralistic. 
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General Theory of Neuroses. By Rrpoi.r Brun, M. D. vii and 469 
pages. Cloth. International Universities Press. New York. 1951. 
Price $10.00. 


In writing of the neuroses, Dr. Brun follows Freud’s theories, and, in 
places, extends them. The neuroses are divided into two groups, the vege- 
tative, or actual, neuroses, and the true psychoneuroses or conversion neu- 
roses. In the first group, fall the neurasthenias, the anxiety neuroses, and 
the fright neuroses. In these, ‘‘The primary pathological motive is to be 
sought not within the psyche, but in the vegetative cerebral centers; though 
not in the shape of structural lesions, but merely in the form of changes 
in the excitation potential and the distribution of stimuli within this ap- 
paratus.’’ In the second group, are the hysterias, phobias, and obsessional 
neuroses where ‘‘we find primary affective disorders on the basis of the 
unconscious instinctual confliet.”’ To these two groups, must be added the 
mixed types which are classified as mixed neuroses. 

In the individual, there is a strong tendency for a conversion neurosis to 
become superimposed upon the actual neurosis, and the symptoms of the 
conversion neurosis may persist long after the original cause for the actual 
neurosis has disappeared. The Freudian view that masturbation could be 
a causative factor in neurasthenia is not held plausible, because, even if a 
partner is lacking in the autoerotie act, ‘‘in most cases the motor and 
psychic discharge of sexual affect is just as complete as in the normal sexual 
act.’’ The cause is ‘‘excessive demand upon the vegetative nervous sys- 
tem,’’ usually prolonged, but oceasionally of sudden onset. The cause of 
anxiety neurosis is summarized as ‘‘damming up of the libido.’’ This 
book will be found valuable by many as a statement of essentially Freudian 
theories, with perhaps a bit more stress put upon neurological aspects. 
Adequate circulation, however, is likely to be hampered by the high price. 


Theory and Practice of Social Case Work. By CGorvon HzMi.Ton. 
317 pages. Cloth. ‘Columbia University Press. New York. 1951. 
Price $4.00. 

This new edition of a work that first appeared in 1940 has been re- 
edited, with care being taken to eliminate some of the defects of the orig- 
inal. <A clear differentiation between psychotherapy and psychoanalysis 
has now been made. Limited psychotherapy, based on psychoanalytic 
principles and using the diagnostic statement as a foundation, is discussed 
as a method of treatment. Through the conscious use of psychological 
processes, the caseworker attains a greater degree of control in the thera- 
peutic relationship. The material is largely theoretical, sinee previous 
case material has been curtailed. The book will be used primarily as a 
text in schools of social work, and the greater care taken in terminology 
will enhance its value to all. 
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The Child Guidance Approach to Juvenile Delinquency. By EUGENE 
Daviporr and E.inor S. Noerze.. 173 pages. Cloth. Child Care 
Publications. New York. 1951. Price $4.50. 

This book attempts the difficult task of outlining a program of therapy 
for children with conduct disorders. Juvenile delinquents are grouped 
into three broad types: the ‘‘protracted,’’ the less serious ‘‘intermediate,’’ 
and the ‘‘early’’—which includes the pre-delinquent. Each type is then 
described behaviorally and evaluated in terms of accessibility for treat- 
ment. In a brief chapter on reactions to story and drama techniques, the 
authors report that delinquent groups showed less creative ability and less 
sustained group effort and interest than normal school children of com- 
parable ages. Under the heading, ‘‘The Treatment of Pathological Liars,’’ 
relatively extensive discussion is devoted to various forms of lying. Sug- 
vested treatment takes into account the unmet needs that are compensated 
for by lying, and is based on a blend of psychoanalytic theory and in- 
tuitive common sense. 

In emphasizing the function of the child guidance clinic as headquarters 
for the diagnosis and treatment of children with conduct disorders, the 
authors wisely recognize the need for close co-operation with local com- 
munity agencies and families. The problems that juvenile delinquents ex- 
hibit are evaluated in terms of the social environments to which they must 
ultimately return. 

This book has merit in offering many sound recommendations for an 
ideal child guidance clinic, although the proposed arrangements are prob- 
ably far from realization without extensive financial backing. Unfor- 
tunately for the book, too many aspects of the delinquency problem are 
covered, and many loose generalities mar the effect of sections which are 
more earetully presented. Although written primarily for the psychiatrist 


and the social worker, other professional workers dealing with this prob- 
lem might find this work useful if only to stimulate self-appraisal in their 
jobs, and to impress them with the importance of their responsibility. 


Guilt. By Caryn. House-aNprer. vi and 279 pages. Cloth. Sheed & 
Ward. New York. 1951. Price $3.75. 

This book is a study, from the Roman Catholic and Jungian point of 
view, of the psychological processes of modern man. The author believes 
that one of the major disorders today is an ‘‘ego neurosis’? caused by a 
sense of guilt in the person. This sense of guilt may manifest itself in 
many ways, the one constant factor being a feeling of frustration or ‘‘in- 
completeness” in the person. The cure, according to the author, can only 
be arrived at by the person realizing his own oneness with Christ. There 
are many short case studies included. They are far too short to be useful 
from the psychiatric viewpoint. 
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The Cost of a Best Seller. [sy Frances Parkinson Keyes. 126 pages. 
Messner. New York. 1950. Price $2.00. 

The author, who has written several popular books reaching the best 


seller list, presents herself as a professional producer of this commodity, 
and compiles her grievances. Taxes are high; work is hard; suecess comes 


late; intentions are misunderstood; critics are unjust; literary aspirations 


unfulfilled (‘‘it was originally my hope to be regarded as a woman of let- 
ters rather than as a best selling author’’) some readers are malicious; 
autograph hunters tiresome; social obligations exhausting, collecting of 
souree material exasperating; deadlines pressing; illnesses painful. Of 
course, the serious reader would prefer to hear about the psy- 
chological reasons for writing. Rather naively, we are informed that 
the author seldom ‘‘ feels like doing it [writing]’’ and that you either have 
or don’t have ‘‘that little God-given spark we call talent.’’ In enumerat- 
ing the reasons why the drudgery goes on, only conventional and con- 
scious mechanisms are mentioned, although a few conscientious scruples 
concerning such things as choice of words, inclusion of a missing eat, or 
the characteristics of a pawnbroker, in a story, are accidentally reported. 
This honest, friendly description of an injustice collector confirms the no- 
tion that the popular (and even less popular) writer has in general no 
idea what propels him (her). The old advice to the reader is also con- 
firmed: Stick to the entertaining book, and avoid any personal (or hear- 
say) contact with its producer; otherwise, you will be disillusioned. 


We of Nagasaki. The Story of the Survivors in an Atomie World. 
By Takasii NAGA xv and 187 pages. Cloth. Duell, Sloan and 


Pearee. New York. 1951. Price $2.75. 


Eyewitness accounts of the terrifying and devastating explosion of the 
atomie bomb in Nagasaki, comprise We of Nagasaki, by Takashi Nagai. 
The book is well translated by Ichiro Shirato and Herbert Silverman. 

The stories of survival are told in simple and understandable language 
by eight individuals, all of whom are relatives or neighbors of the author. 
Their personal descriptions of the mighty blast, where they were at the 
time and why, what they did following the explosion and what sears—both 
internal and external—were left with them, are embodied in each of the 
narratives, 

Undoubtedly, in compiling these stories, it was the author’s intention 
to remind us all, through the impressions of the contributors to the little 
book of how the atom bomb has affected the world. In his attempt to 
shock people who do not fully realize the frightful effects of the bomb, Dr. 
Nagai has omitted none of the horrifying, and even ghastly, experiences 
from any of the individual stories. 
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The final chapter of We of Nagasaki is the author’s own recollection of 
the incident, for he, too, was an eyewitness. This part of the book closely 
resembles—and could easily be used as—a sermon, a plea to the world not 
to underestimate the consequences of an atomic war which might easily 
exterminate the human race and its culture. Over six vears have elapsed 
since the explosion in Nagasaki; and Dr. Nagai, whose wife was killed in 
the raid, cannot emphasize strongly enough the moral after-effects the 
bomb ean have. To him, this is of even greater significance than the phy- 
sical effeets, for physical survival and reconstruction are possible; only the 
memories, the psychological effects, the chasms in personal relationships 
of the survivors remain, and affect their lives for all time. 

We may never know, argues the author of We of Nagasaki, the psycho- 
logical upheaval that can never be repaired which can be caused by atomie 
bombs. With this theme, then, this book might well be read by Americans 
who feel secure in the belief that the United States is impregnable. As a 
result, such individuals will be more humble—and more realistie—when 
they speak of war and of the possibilities of using our men and weapons 
indiscriminately. For spiritual and psychological wreckage, more vast 
than the material, must now result from wars. 


The Scalpel of Scotland Yard: The Life of Sir Bernard Spilsbury. By 


DovuGuas G. Browne and E. V. Tuuserr. 490 pages. Cloth. Dutton. 
New York. 1952. Price $5.00. 

This is a biography of a British doctor who, by the meticulous applica- 
tion of medical science, did much to further torensic medicine. Dr. Spils- 
bury was pathologist at St. Mary’s Hospital in London, and for many 
years was associated with the British Home Office and Seotland Yard. 
Many interesting criminal cases in which Dr. Spilsbury’s medical analyses 
were of value are recounted. The authentic presentation of small details 
connected with the cases serves to highlight the telling and add interest. 
Unfortunately, the authors have a habit of looking ahead and telling the 
reader what they are going to report to him, a habit which tends to cause 
pedantry and detracts from the readibility of the book. 


The Last House. By (ix, Dessarr. 239 pages. Cloth. Harper. New 
York. 1950. Price $2.50. 

The dust jacket of The Last House deseribes it as a suspense novel. It is 
a ‘‘psychological’’ tale of murder; it obviously owes something to Haw- 
thorne’s Scarlet Letter; and the psychology is conventional textbook mate- 
rial. This reviewer has no fault to find with the dynamics, but the charac- 
ters seem to expound them mechanically rather than live them. The solu- 
tion is so far from the trend of the story that it seems virtually a dea ex 
machina; and the machina creaks. 
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The Roman Spring of Mrs. Stone. By TENNESSEE WILLIAMS. 148 pages. 
Cloth. New Directions. New York. 1950. Price $2.00. 


Tennessee Williams has achieved some (though highly over-rated and 
rather unjustified) reputation as a dramatist depicting psychological 
depths; his main suecess rests on A Streetcar Named Desire, containing 
only a series of scenes exploiting primitive sex. In his first novel, one is 
confronted with a sad miscarriage, reminding one of a book by an ado- 
lescent who has just read Psychopathia Serualis. 

In recording the dramatis personae, one finds as exhibit A, Mrs. Stone, 
who has just experienced ‘‘three separations’’—‘‘abandonment of her pro- 
fession’’ (as an actress, a woman of 50, she played Juliet and flopped) 
‘‘and her husband’s death’’ (the impotent man died and left her his mil- 
lions) ‘‘and that interval of a woman’s life when the ovarian cycle is cut 
off.’’ The ex-actress and ex-beauty is supplied with young Roman pimps 
by an old female pimp, a contessa. To make the story more alluring, and 
not to omit a few further sexy details: The actress and her aggressive fe- 
male ex-friend, one Miss Bishop, had in previous years had a Lesbian 
affair; and the playboy, Paolo, and his barber, Renato, are homosexually 
attached to each other. To top it all, there is also a perverted exhibition- 
istically-inelined urolagnist in this company, who, though only on the 
fringes of the cirele, becomes the leading symbol in Mrs. Stone’s ‘‘drift- 
ing.’’ This character is a homosexual, too, though he refuses the advances 
of another homosexual tourist, because ‘‘for when a man has an appoint- 
ment with grandeur [!], he dares not stoop to comfort.’’ This assembly 
of homosexuals, perverts and bisexuals is a basie part of the narrative; it 
seems only included to confirm Kinsey’s opinion that every third man 
one meets on the street has had some homosexual experiences. 

This peculiar framework reminds this reviewer of the statement in 
Bergler’s The Writer and Psychoanalysis, that ‘‘writers econeern them- 
selves in their work exclusively with abnormal human reactions; normality 
is not a subjeet dealt with in poetry of any kind.’’ Mr. Williams seems 
to overdo this privilege, including perversions as the main theme of the 
narrative. 

At bottom, his book purports to be both a soul-searching exposition of 
an aging beauty, and a picture of her deterioration after the menopause. 
She is deseribed as frigid, cruel, calculating; the saving grace of pity for 
her human suffering does not enter the picture, which automatically makes 
the book—as a work of art—worthless. The author also misunderstands 
his heroine’s psychic masochism; he takes her pseudo-aggressions at face 
value. Mr. Williams piles only hatred and abomination on his heroine: 
e. g., she visits, with the pimp, the identical tailorshop which provided the 
last suit for her dying husband. And the ‘‘soul-searching’’ 
with Mrs. Stone’s psychie development—from the age of 10! 


itself starts 
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One cannot escape the impression that the author enjoys this grotesque 
and out-of-focus picture, even cherishes time, which destroys Mrs. Stone’s 
beauty, enjoys constant comparisons of women with ‘‘birds of plunder,”’ 
‘*rapacious bird,’’ ete. No less than 13 times are these and similar expres- 
sions used. Without being concerned with the question of what this fear- 
ful hatred covers, it is sufficient to state that the book is a failure from the 
first urolagnistie scene to the last. ‘‘Talent,’’ muses one of the book’s 
characters, ‘‘what’s talent but the ability to get away with something?”’ 
One wonders whether the medium of the novel is not too unfavorable for 
Mr. Williams—he gets away less easily than in the dim light of the 
theater. 


The Stereotype of the Single Woman in American Novels. By 
Dorothy Yost DEEGAN. 242 pages. Cloth. King’s Crown Press. 
New York. 1951. Price $3.75. 


The author, deeply impressed with her undertaking, states repeatedly 
that a pioneer work is intended: ‘‘This study is a pioneer venture. It uses 
American novels for their sociopsychological content rather than for their 
literary values, the underlying assumption being that literature is a sensi- 
tive medium which both creates and reflects attitudes of society [Foreword 
IX].’’ What the study practically amounts to, is an investigation of 125 
novels (taken from the so-called Dickinson list), resulting in the eonelu- 
sion: ‘‘The social attitude toward the woman who remains single, as ex- 
pressed by the novelist in America, is far more derogatory than otherwise. 
She is at best, as the novelist sees her, an unfortunate member of society 
[p. 185].’? Moreover: ‘‘The investigator believes that novels and novel- 
ists have, unwittingly, by repetition of certain fiction formulas, reinforced 
this attitude in the social mind. The findings show a marked discrepancy 
between the actual contribution which single women have made to Amer- 
ican society and the composite portrait of them in American fiction [p. 9].’’ 

The methodological approach of the author, whose psychiatrie knowl- 
edge is thin, is erroneous: the premise that writers represent reality as it 
is. The author thinks a writer is ‘‘something of a clairvoyant of society 
[p. 188]’* The author is uninformed of the newer psychiatrie investiga- 
tions centering around the extreme subjectivity of the writer’s vision: 
Unconsctously, the writer writes to solve an inner confliet in himself. 
Thus, writers all too frequently falsify reality to suit their inner needs. 
The real problem (Why do writers so frequently misrepresent the psychol- 


ogy of single women?) is not even posed. Nor are the unconscious reasons 
for remaining single really investigated. The book is, because of its false 
premise, without value for the psychiatrist and the psychologically-inter- 
ested reader. 
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Our Rejected Children. By Ai.serr Devrscn. 292 pages. Cloth. Little, 
Brown. Boston. 1950. Price $3.00. 


This is another book by Albert Deutsch with bearing on the field of 
mental health. Although it presents in a dramatie fashion events that 
highlight mismanagement of the delinquent, it is a book to interest any- 
one concerned with the problems of the youth of the nation, reporting 
thought-provoking material about juvenile delinquency. 

After a nation-wide tour of institutions for delinquent children, in which 
he purposely visited only those in the more wealthy and cultured states, 
Mr. Deutsch has presented his findings. He pictures the conditions in a 
variety of institutions and fully deseribes bad ones. He seems equally 
ready to hand out compliments and to point out the obstacles that stand 
in the way of improvement in places where institution officials are making 
an effort to bring about better conditions. In summarizing his survey, he 
lays stress on the lack of mental health practices, limited professional 
staffs of all categories, and inadequacy of the educational methods. He 
lists a number of recommendations for improvement that are well worth 
the reader’s attention. 

In the second part of the book, Delinquency—Who’s to Blame? he goes 
into some of the theories regarding causes of delinquency and crime and 
lists the factors that appear with frequency in the case records of juvenile 
delinquents, pointing out that this information refers to ‘‘eaught’’ echil- 
dren rather than to all children who commit crimes. A chapter is devoted 
to children who kill, and, in a ease-history approach, it is shown that 
danger signals of potential murder are ignored or that a child’s emotional 
problems do not receive the needed attention. 


Deutsch discusses the parent and the comie book as seapegoats and 
points out the defects in the juvenile courts, jails and detention homes, 
and in community handling of problems. He also presents, and shows the 
results of, positive efforts on the part of neighborhood, community and 
state to cope with the problems of vouth. 


He goes further than description of situations as he finds them, and 
develops the idea that the child is rejected by the community before he 
gets into trouble, in that the community has failed to provide for his needs 
or has been apathetic to the conditions from which the delinquent comes. 
The final chapter is devoted to the thesis that ours is a crime-ridden eul- 
ture and a crime-centered culture, with glamorization of the criminal and 
econdonement of the law-breaking activities of the average citizen, graft 
and crime syndicates. This, he feels, may ‘‘confuse the child, distort be- 
havior patterns.’’ He sees the need for thinking of the social health of 
the culture and of changing some of the culture patterns. 
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How to Help Your Child Develop Successfully. I3y B. Von HALLER 
GiuMER. viii and 368 pages. Cloth. Prentice-Hall. New York. 1951. 
Price $3.95. 

This work is a lucid handbook, for new parents particularly. It is not 
the kind of book to read from cover to cover at one sitting; it covers too 
wide an area. It was written to answer everyday problems which arise 
when dealing with children, and should be used as a reference, in under- 
standing and solving these problems. The first section consists of a series 
of questions and answers. The questions cover a great many problems 
that are met in bringing up children, and the answers are given clearly and 
in non-technical language, although some questions are not answered thor- 
oughly enough. 

The second part of the volume traces the development of the child from 
birth until the age of 10. It gives the parent an idea of the child’s be- 
havior at each age. It tells what the child’s interests most likely will be 
at any particular age, and his physical and mental development as well as 
an outline of co-ordination and habits. Dr. Gilmer points out that this 
section of the text is very much generalized and that the parent should 
recognize that children, as well as adults, differ in their abilities. 

In the third and final part of the book parents may keep a record of the 
advancement, health and activities of the developing child. Dr. Gilmer 
has made this process easier by providing several check lists where the par- 
ents simply note the characteristics of the child at each age. 

As a whole, this book certainly covers, practically and interestingly, 
most activities of the child, and answers typieal questions which parents 
are usually most anxious to know. 


Number Nine or The Mind Sweepers. By A. P. Ilprperr. 286 pages. 
Cloth. Doubleday. New York. 1952. Price $3.50. 


A. P. Herbert, who, as the author of Moly Deadlock, is credited with 
having almost single-handedly reformed the British divoree laws, has writ- 
ten his first formal book since that publication. He intended, he alleges, 
to write a funny story about the British civil service but it has been hailed 
widely as a satire. This time his target, if there is one, is the psyechologi- 
‘al rigmarole used, or supposed to be used, in selections for appointments. 
His villains are the psychologists who are ealled ‘‘trick eyelists’’—whieh 
the British appear to think is funny. Any American who has ever taken 
a psychological test will agree, we think, however, that the work as a whole 
is funny. It is slapstick and uproarious. The particular villain is a psy- 
chologist who used to be a wartime (World War III), or half-trained, psy- 
chiatrist. This farce is heartily recommended to all of us who are in- 
clined to take the role of psychologist, in keeping square pegs out of 
round holes, too seriously. 
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The Witch Diggers. By Jessamyn West. 441 pages. Cloth. Harcourt, 
Brace. New York. 1951. Price $3.50. 


The advertising asserts, ‘‘With The Witch Diggers Jessamyn West takes 
her place as one of America’s major novelists.’’ Crities of some mental 
weight confirmed the publisher’s dictum; the book reached the best-seller 
list. Everybody seems in agreement; hence a microscopie view of this 
abundant macroscopy is in order. The author deseribes with skill, gusto, and 
(sometimes) real humor, the vicissitudes of the superintendent (and his 
family) of a poor farm, Rock County, Ind., around 1900, ‘‘the lonesomest 
corner of the most God-forsaken country.’’ This not-too-inviting vehicle 
serves the author well in scrutinizing a few people, afflicted with sick sex 
or sick conscience. Cathy, the older daughter, believes that sex is sin, and 
makes an appropriate mess of her life; Em, the younger sister, a preco- 
cious adolescent with exhibitionistic-voyeuristic tendencies, tastes her mis- 
understandings of the facts of life; the father-superintendent nurses his 
guilty conscience, gives up his law practice to help the poor. There are also 
an unmotherly mother, and a few nondescript weaklings of men. Tan- 
gentially, a few inmates of the poor-house are included in the narrative. 

An author who approaches sick or sickly-inhibited sex, must be capable 
of playing the whole seale of pregenital fantasies in his dramatis personae. 
Miss West, however, singles out the voyeuristic-exhibitionistie component. 
There are dozens of scopophiliae scenes or thought-scenes in the book; one 
sometimes wonders whether sex consists only of peeping and exhibitionism. 
Not sinee Hebbel’s Gyges, and Sehnitzler’s Miss Else, has this partial drive 
had such elaborated attention. This obviously being the ‘‘admission of 
the lesser erime,’’ the author is truly superb in her description. The 
elaboration of an exhibitionistie performance by the adolescent girl for the 
benefit of an elderly inmate, a professional peeper, is noteworthy. Other- 
wise, sick sex comprises only the castration scene of an elderly uncle who 
seduced and impregnated a young girl, the wandering hands of a clumsy 
bridegroom, and an infantile recollection of another weakling, to the ef- 
fect that men want to milk women (verbatim). 

The ‘‘sexy’’ (or pseudo-sexy) part of the book has been unjustifiably 
magnified by erities. Perhaps, Miss West is partly responsible for this 
impression: Being bored or indignant with the characterization of her 
previous book, Friendly Perswasion, as harmless and friendly, she may 
‘‘dish it out’’ this time, to prevent repetition of that eriticism. 

The story becomes more complicated when the real theme of the book is 
considered : sick conscience. Description of the sickness of chronically dis- 
turbed conscience presupposes inner understanding of the real cancer of 
humanity—psychie masochism. And Miss West’s trouble starts at this 
point. She is magically attracted by, and mortally afraid of, that scourge. 
Her best portrayed character, the father, is a good-sized masochist and 
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the self-appointed slave of a torturing conscience; but the author cannot 
explain him, either consciously or between the lines. Peeculiarly enough, 
she puts her book-knowledge into the mouth of an 11-year-old girl, the 
implication being that psychic masochism is childish prattle: 

“Oh, no. He (the Peeper) didn’t even want to see me, he cussed and 
made that uproar. That’s what brought Papa.’’ 

‘*But there you were,’’ Cate said, puzzling it out, ‘‘exactly what he 
wanted and without any trouble.’’ 

‘*The trouble,’’ Em speculated, ‘‘was what he enjoyed most, and I was 
no trouble. Looking at me was like looking at a tree. Except he had to 
go to jail for looking at me.’ 

‘*Well, that was trouble, if trouble is what he wanted.”’ 

‘‘That was trouble afterwards. What he wanted was trouble before 
[p. 245].’’ 

The 11-year-old as the only psychologically informed character is 
matched by another scene in which the funeral of a baby, borne by one 
of the poor-house inmates, is interrupted by the comie exhibitionistice 
anties of an elderly man who is given ‘‘turpentine as cure for the clap 
{p. 153].’’ Hilarious antics at funeral services—a senseless, or blas- 
phemous, seene—become psychologically meaningful: Once more, the au- 
thor runs away from masochistically-imbued tragedy, this time of the 
baby and mother. 

This is the real impediment of the sometimes brilliant narrative. Al- 
though Miss West has created a series of memorable scenes (the father ca- 
ressing the kitten before returning to his unpleasant wife, an ‘‘injustice 
collecting’’ seene between the parents, ete.), the total effect is best char- 
acterized by the verdict that ‘‘something is missing.’’ This ‘‘something’’ 
is the ‘‘fearfully-avoiding’’ approach to human suffering, at bottom, psy- 
chie masochism. This fear of the essentials accounts also for the inex- 
cusable omission of the multiple inner tragedies of the poor-house inmates. 
Only fear ean explain failure to utilize a unique opportunity, and an op- 
portunity self-created, to boot. 

In short: Without inner clarification of the ambivalent attitude toward 
psychic masochism, Miss West will remain a brilliant promise, endowed 
with a predilection for oddities and a rather peculiar sense of humor. 
treat works of art cannot be created without facing squarely the basic 
human tragedy. 


Mythomania. By Curtis Wuirrincton, Jr. 56 pages. Cloth. Exposi- 
tion Press. New York. 1951. Price $2.00. 


In spite of the title, these verses are not psychiatric except insofar as 
they reflect modern nihilism and social despair. They are excellent verse 
in the modern style and, as a reflection of the modern mood, are well worth 
the attention of social scientists. 
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Exploring the Child’s World. (Introduction by Aldous Huxley.) By 
HeteN ParKuurst. xxx and 290 pages. Cloth. Appleton-Century- 
Crofts. New York. 1951. Price $3.50. 

The general theme of Helen Parkhurst’s Exploring the Child’s World 
is that parents, while often loving, are seldom well-enough informed to be 
rational about their children; and teachers, while sometimes rational, are 
frequently unloving! Miss Parkhurst has had vast experience in the train- 
ing of primary school teachers and in experimental work with children, 
as well as in radio and television work with children’s programs and inter- 
views. Her understanding of the child’s point of view is refreshing and 
clear. She records with naturalness the Socratic, unrehearsed dialogues 
between groups of randomly-seleeted children; and the result is effective 
and dynamie. As a child psychologist, Miss Parkhurst shares the hope of 
her colleagues that parents and children may someday achieve that high 
estate where they may truly understand one another, and live and work 
together to create the kind of world in which they could solve more prob- 
lems with fewer conflicts. 

The author’s realm is the child’s world: Her material in working with 
children ineludes varied topies—playmates, death, God, prayer, conscience, 
stealing, lying, worry, anger, prejudice. Exploring the Child’s World is 
a quietly brilliant document, to be highly recommended as a book many 
parents and teachers, to say nothing of other relatives too, would find ex- 


tremely enlightening, even inspiring. In fact, this book should help to 
mend their ways, as a sensible guide, to make children happier everywhere. 


Human Fertility: The Modern Dilemma. [By Roserr C. Cook. 380 
pages. Cloth. William Sloane Associates. New York. 1951. Price 
$4.50. 

According to Mr. Cook, the greatest problem of our time is that of hu- 
man population, its control and its correct channelization. The human 
population is increasing by 68,000 every 24 hours. At this rate of in- 
crease, the world population will be 18.4 billion in the vear 2160 instead 
of our present 2.3 billion. Even if science could find a way to synthesize 
food, the author doubts whether such a vast population could be sustained. 
Scientific progress in the medical sciences in the past 100 vears has so 
controlled the great epidemies and lowered the death rates that birth 
and death rates have been thrown out of equilibrium. Since parents of 
lower I. Q., he holds, tend to have more children than those of greater in- 
telligence, an additional problem of channelization is created. 

Mr. Cook feels that the solutions to these problems lie in the future. 
An informed publie would have to press the government for a construe- 
tive population policy. The theories expounded in this book are founded 
on statistics, and the fiery enthusiasm of the author makes it informative 
and interesting reading. 
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Readings in Child Psychology. Wayne Dennis, editor. xi and 624 
pages. Paper. Prentice-Hall. New York. 1951. Price $5.00. 

Wayne Dennis, an authority on child development, makes available in 
Readings in Child Psychology many ot the outstanding researches and in- 
terpretations in the field. While the seientifie approach to child behavior 
is stressed by the author in the compilation of articles, the selections ap- 
parently have been made with an eye to readability and to general interest. 
The reader of this anthology of essays in psychology is given, in each 
author’s own words, a first-hand knowledge of some 60 contributions in 
child psychology. An important feature is that each selection is intro- 
duced by an explanation of its place in child psychology and its relation 
to the other selections. The inclusions in Readings in Child Psychology 
are expertly and rather impartially drawn from many different fields in 
the area, and the range is from birth to adolescence. Dr. Dennis as editor 
has shown good judgment and discrimination in the preparation of this 
book. Some of the contributors are: Florence Goodenough, Robert Havig- 
hurst, A. T. Jersild, Kurt Lewin, Jean Piaget, and Lewis Terman. 


Counseling and Psychology. sy Minron L. Buum and BENJAMIN 
Bauinsky. 586 pages. Cloth. Prentice-Hall. New York. 1951. 
Price $5.00. 

The text of 19 chapters covers, among other matters, the influence of psy- 
chology’s contribution to the field of vocational counseling. The material 
ean also be read and understood by non-psychologists who are interested in, 
and perform, counseling duties. 

The text of 19 chapters covers, among other matters, the influence of psy- 
chology, and the interrelationships between various types of counseling; 
pseudo-scientifie counseling methods; interviewing techniques; the concept 
and use of tests; the clinical approach and ways and means of interpret- 
ing approach; and wavs and means of interpreting test results to the client. 
The whole field covered is very broad; and the value of the book might 
have been enhanced if the scope had been narrower and more attention 
given to fewer topics. 


Sing at My Wake. By Jo Sinciair. 391 pages. Cloth. MeGraw-Hill. 
New York. 1951. Price $3.50. 

This is a well-written, psychologically inadequate second novel by the 
author of Wasteland. A frigid woman is depicted, without any indication 
(even between the lines) of where the trouble comes from. As the only psv- 
chological reason, her mother’ anti-hedonistie remarks are adduced. No 
less inadequate is the psychological rejection of the son by the heroine. The 
story ends with self-reproaches, and even these are assigned to rather 
superficial reasons. Miss Sinelair simply knows too little of unconscious 
motivations—even intuitively. She is, however, a good craftsman. 
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Here’s to Sobriety. [3y THomaAs Fuiiam. 208 pages. Cloth. Abelard 
Press. New York. 1951. Price $2.50. 

This book is one which should be read by everyone, in that it covers the 
topie of aleoholism with candor, common sense and sincerity. It tells the 
story from all angles because it is written under a pseudonym by one who 
has ‘‘been on both sides of that intangible line which separates the con- 
trolled drinker from the aleoholic.’’ The author speaks, not from general 
theory, but from first hand experience with aleohol. He clearly brings out 
the viewpoint of the various types of drinkers and ‘‘tells the story without 
pulling any punches.’’ 

This book should be read by anyone who has ever had any contact with 
the problem of alcoholism. Almost all of the questions which arise in one’s 
mind concerning alcoholism are discussed out of long experience gained by 
the author as a problem drinker and one who has worked with hundreds 
of aleoholies. 


I, My Ancestor. By Nancy Wison Ross. 393 pages. Cloth. Random 
House. New York. 1950. Price $3.50. 

This is a rather confused and confusing story of a recluse and his son, 
with the threads thinly interwoven. The son, story editor of a movie com- 
pany, gets himself into foolishly self-concocted conflicts, and is for a 
short time in psychiatric treatment with a mystically cireumloeutory psy- 
chiatrist—conveniently drowned before treatment is finished. No suecees- 
sor is found, or found necessary, as though there were an absolute scarcity 
of trained psychiatrists; the continuation of ‘‘treatment’’ being left to 
solitude on father’s little island in the Pacific. The end is, thus, that 
everything is left suspended. If the book has any ‘‘message’’ at all, it 
would appear to be the superiority of solitude as compared with the big 
city. Psychologically, a few interesting starts end exactly nowhere. What 
the author wanted to say, remains enigmatic. 


The Battle for Mental Health. By James (1.Ark Mooney, M.D. 105 
pages. Cloth. Philosophical Library. New York. 1952. Price $3.50. 
This small volume is—as is to be expected from James Clark Moloney- 
a very lucid explanation of the mental health situation in this country as 
he sees it, and of his recommendations for its improvement. Dr. Moloney, 
a psychoanalyst and a founder of the Cornelian Corner, naturally stresses 
the early relation of the baby to the mother as fundamental to the child’s 
and adult’s later development. 
This book ean be recommended to the thoughtful attention of the ob- 
stetrician, the pediatrician and persons concerned with childhood emotional 


disorders. It is also well adapted for general reading, with mental hygiene 
goals in mind. 
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Mental Hygiene and Life. By Louis Karian and Denis Baron. 105 
pages. Cloth. Harper. New York. 1952. Price $3.50. 


This book is capable of wide applications and, for this reason, will prob- 
ably be purchased by many persons. For the psychiatrist, the psychologist, 
the social worker and others, it will review and clarify the principles and 
fundamentals of mental hygiene. For the teacher, it will become a back- 
eround for lectures and will afford a better understanding of the behavior 
of his students. For the college students, for whom the authors principally 
wrote the book, it will be a supplementary textbook. Because of its im- 
portant basic teaching qualities this book is one of Harper's ‘‘ Edueation 
for Livinge’”’ series. 

The first two chapters deseribe the problems of mental illness and the 
objects of mental hygiene. The following chapters describe the develop- 
ment of personality, the psyehodynamies of behavior, emotional expres- 
sions, frustration and stresses of life, as well as mechanisms of emotional 
adjustments. The final chapter offers suggestions for the management of 
one’s life. 

Numerous references follow each chapter, and indices of author and 
subject complete the book. 

Finally, vour reviewer wishes to eall attention to the clever cartoons 
portraying mental hygiene problems. 


Maternal Care and Mental Health. [By Joun Bowiny, M.D. 173 
pages. Paper. World Health Organization. Geneva. 1951. Price 
$2.00. 


This monograph is the second in a series planned by the World Health 


Organization of the United Nations. The study commenced in January 
1950, and was done in five nations besides the United States. It is a re- 
port on the extensive literature on ‘‘Children Who Were Homeless in 
Their Native Country.”’ 


There are two main sections to this brochure. The first is entitled, ‘‘ Ad- 
verse Effects of Maternal Deprivation.’’ The second is headed, ‘* Preven- 
tion of Maternal Deprivation.”’ There are four appendices, all of which 
are mostly comparative studies of children under different environmental 
conditions. These are treated statistically. There are a great many useful 
tables and compilations of data. 

The main tenet is expressed in the first chapter, when the author states: 

what is believed to be essential for mental health is that the infant 
and young child should experience a warm, intimate, and continuous rela- 
tionship with his mother (or permanent mother-substitute) in which both 
find satisfaction and enjoyment.”’ 
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From a Doctor’s Heart. By EvGene F. Snyper, M. D. 251 pages. 
Cloth. Philosophical Library. New York. 1951. Price $3.75. 

This book is written in the form of a series of discussions between the 
author, his wife (also a physician) and their "teen-age son. They deal 
with heart disease, the discussions being prompted by the author’s own 
attack of coronary thrombosis, and are presented in a manner designed to 
be understood by the lay reader. The author’s thoughts and feelings dur- 
ing his attack and convalescence, as well as his reflections on broader as- 
pects of illness in this modern world, are expressed. Psychosomatic dis- 
eases are superficially discussed. The author’s background as a refugee 
from Russia, later having to flee from Czechoslovakia to the United States, 
causes him to flavor his writing with ideas about world peace, philosophy, 
religion and racial intolerance. 

The purpose of this book is to ‘‘make us aware of the great possibilities 
each one of us possesses to prolong his life.’’ The reviewer believes it to 
be a commendable effort toward the education of the public with regard 
to cardiae disease. 


A Guide to Medicine. By |vo Grikiz-Cons, M. D. With special articles 
by various contributors. 416 pages including appendix and four 
tables and index. Cloth. Duell, Sloan and Pearee. New York. 1951. 
Price $5.00. 

A Guide to Medicine is an incomplete dictionary and an incomplete en- 
evelopedia, apparently compiled for such laymen as popular science writ- 
ers or crossword puzzle faddists. Such an arbitrary-‘‘information’’-book 
(it eannot be ealled informative, nor can it serve as a reference work) 
must necessarily meet many objections, even if it were excellent. But its 
content, definitions and explanations, are—to say the least—very unequal ; 
they are even contestable as far as the field of psychiatrie terminology is 
concerned. In other fields, they differ extremely in quality and may be 
misleading. Highlights of the book are the ‘‘special articles’’ which deal 
with comprehensive abstracts on systems, some of them excellent in their 
precise shortness. These are contributed by such distinguished authors 
as Sir Alexander Fleming, G. W. B. James, Sir Philip Manson-Bahr and 
others. 


A Doctor’s Pilgrimage: An Autobiography. By Epmunp A. Brasset, 
M. D. 265 pages. Cloth. Lippincott. Philadelphia. 1951. Price 
$3.50. 

This simple, straightforward tale of a doctor’s life does much to remove 
the nimbus from the medical profession and in so doing establish the doe- 
tor firmly as, first of all, a human being. In general, it gives an account 
of a young doctor’s attempt to build a practice and a home. It makes an 
interesting and colorful story which your reviewer considers good light 
reading. 
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LUDWIG ELDELBERG, M. D. Dr. Eidelberg, New York psychoanalyst 
and author of numerous scientific books and papers, was born in Poland 
in 1898. He received his medical degree from the University of Vienna in 
1925. A member of the International Psychoanalytic Society since 1929, 
he is clinical associate professor at the State University of New York and 
is on the faculty of the New York Psychoanalytie Institute. His books in- 
clude Take Off Your Mask and Studies in Psychoanalysis. 


MATTHEW BRODY, M. D. Dr. Brody is a graduate of Harvard and 
of the Long Island College of Medicine, where he received his medical de- 
gree in 1935. Following internship and a residency in neurology at Kings 
County Hospital, he spent four and a half years at Brooklyn (N. Y.) State 
Hospital, where he states he still returns for ‘‘parole’’ visits on occasion 
of staff parties and the like. He has been in the private practice of neu- 
rology and psychiatry in Brooklyn since 1942 and is a diplomate of the 
American Board of Psychiatry and Neurology in both specialties. He has 
studied at the New York Psychoanalytic Institute. He is a fellow of the 
American Psychiatrie Association and a member ot other professional so- 
cieties, and his present appointments include that of adjunct neuropsychia- 
trist at the Brooklyn Jewish Hospital. 

On the oceasion of a previous contribution to this QuARTERLY, Dr. 
Brody ‘‘bragged,’’ he recalls, ‘‘of having the most beautiful daughter on 
Eastern Parkway.’’ He now wishes to amend the statement to the two 
most beautiful daughters—aged three and seven. 


OERNULV OEDEGAARD, M. D. Born in Oslo, Norway, in 1901, Dr. 
Oedegaard was graduated from the University of Oslo in 1925. He had 
psychiatric training in Norway at the Psychiatrie University Clinie and 
Gaustad Mental Hospital, and in America (1927-30) at the Henry Phipps 
Psychiatrie Clinie of the Johns Hopkins Hospital, and at Rochester 
(Minn.) State Hospital. He has been medical superintendent of Gaustad 


Mental Hospital since 1938 and is professor of psychiatry at the University 
of Oslo. 


RUDOLF DREIKURS, M.D. A native of Vienna, Dr. Dreikurs was 
graduated from the University of Vienna in 1923. During his residency in 
psychiatry, he inaugurated psychiatric social work in Vienna and organized 
the first mental hygiene committee. He was a student, and later a col- 
laborator, of Alfred Adler; and he directed clinies for aleoholies and child 
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guidance. He is now professor of psychiatry at the Chicago Medical School, 
lecturer in education at Northwestern University and Indiana University, 
director of the Community Child Guidance Centers of Chicago and editor 
of the Individual Psychology Bulletin. 


BERNARD Hl. SHULMAN, M. D. Born in Baltimore, Dr. Shulman 
received his A. B. degree from the Johns Hopkins University in 1943 and 
his M. D. degree from Chicago Medieal School in 1946. He has published 
several papers in the field of gastroenterology, together with Dr. Frederick 
Steigmann, as a result of research at Cook County Hospital in Chicago. 
He is now associated with Dr. Rudolf Dreikurs in the practice of psychia- 
try and is associate medical director of the Community Child Guidance 
Centers of Chicago. He is a resident in psychiatry at the Hines Veterans 
Administration Hospital, Hines, Ill. 


HAROLD Hl. MOSAK, Ph.D. Graduated from the University of Chi- 
eago in 1950, Dr. Mosak is at present a clinical psychologist in private 
practice with Rudolf Dreikurs, M. D., and Bernard H. Shulman, M. D., 
and serves in a similar capacity with the Chicago Community Child Guid- 
ance Centers. He is also a lecturer in psychology at Roosevelt College. 
Previously, he held positions with the Jewish Vocational Service of Chi- 
cago, the Veterans Administration Hospital, Hines, Ill., and at the Vet- 
erans Administration Mental Hygiene Unit in Denver. He served with 
the air force in World War II. 


LEWIS B. HILL, M.D. Dr. Hill, psychiatrist-in-chief at the Sheppard 
and Enoch Pratt Hospital, Towson, Md., received his medical degree from 
the Medical College of Virginia in 1916. He served internships at St. 
Elizabeths Hospital, in Richmond, and at the Cleveland Municipal Tuber- 
eulosis Sanitorium, and then a residency at Highland Hospital, Asheville, 
N. C. After postgraduate training at Boston Psychopathie Hospital, he 
held appointments as senior assistant physician, Foxboro (Mass.) State 
Hospital, assistant superintendent, Worcester (Mass.) State Hospital, and 
clinical director, Sheppard and Enoch Pratt Hospital. He entered the pri- 
vate practice of psychoanalysis in Baltimore and has been actively en- 
gaged in the teaching program of the Washington-Baltimore Psychoana- 
lvtie Institute, of which he is a past director. He is a past president of 
the American Psychoanalytic Association (1940) and is currently a teach- 
ing and training analyst in the Washington-Baltimore Psychoanalytie In- 
stitute. He is assistant professor of psychiatry at the Johns Hopkins Uni- 
versity and psychiatrist at the Johns Hopkins) Hospital. 
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FREDERIC G. WORDEN, M. D. Born in Syracuse, N. Y., Dr. Wor- 
den received his medical degree from the University of Chicago in 1942. 
After internship at the Johns Hopkins Hospital, he served as house officer, 
assistant resident, senior assistant resident, and resident, in the Henry 
Phipps Psychiatrie Clinie of the Johns Hopkins Hospital. He has been a 
student at the Washington Baltimore Psychoanalytic Institute since 1947. 
At present he is clinical director, the Sheppard and Enoch Pratt Hos- 
pital, Towson, Md., and is instructor in psychiatry at the Johns Hopkins 
University, and psychiatrist at the Johns Hopkins Hospital. 


MALCOLM L. HAYWARD, M. D. A graduate of Harvard in 1938, 
and a graduate in medicine of the University of Pennsylvania in 1942, Dr. 
Hayward is at present in private practice in Philadelphia. He is a psy- 
chiatrist at Pennsylvania Hospital, an instructor in psychiatry at the med- 
ical school and at the Graduate School of Medicine at the University of 
Pennsylvania, and a student at the Philadelphia Association for Psycho- 
analysis. He interned at Pennsylvania Hospital and served as a resident 
there in 1943-1944 and again in 1945-1946. He has been a research fellow 
at the Hall-Mercer Hospital. 


JOSEPH J. PETERS, M. D. Dr. Peters is at present on active duty 
with the army, as a first lieutenant in the medical corps. He is a graduate 
of the Medical School of the University of Pennsylvania in 1948, interned 
at Philadelphia General Hospital, and served residencies in the division for 
mental and nervous diseases and in the institute of the Philadelphia Gen- 
eral Hospital from 1949 to 1951. He was assistant in group psychotherapy 
at Philadelphia General Hospital from 1948 to 1952, and a student in the 
Philadelphia Association for Psychoanalysis. Dr. Peters is at present ward 
officer in the neuro-psychiatric section of the Valley Forge Army Hospital 
at Phoenixville, Pa. 


J. EDWARD TAYLOR, M.D. Dr. Taylor, a graduate of the Louisiana 
Medical College of New Orleans in 1945, served in the navy until 1947 and 
was a resident at Philadelphia General Hospital from 1948 to 1950. He 
has been with the psychosomatic clinie of the Hospital of the University 
of Pennsylvania since 1948 and psychiatrist at Pennsylvania Hospital since 
the same year. He is instructor in psychiatry at the Medical School of 
the University of Pennsylvania. 


EDMUND BERGLER, M. D. Dr. Bergler is internationally known as 
a psychoanalyst, scientific writer and research worker. A frequent con- 
tributor to this QuARTERLY, he is at present in private practice in New 
York City. He is a graduate of the medical school of the University of 
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Vienna and was formerly assistant director of the Vienna psychoanalytic 
clinic. He was widely known in European scientific circles before coming 
to this country. Dr. Bergler is the author of considerably more than 100 
scientifie articles and of a number of books for professional and general 
reading ; his works have been published both in this country and in Europe. 

ABRAHAM WIKLER, M. D. Dr. Wikler was born in New York City 
in 1910 and is a graduate of Columbia College in 1930. He studied for two 
years at the Graduate School of Arts and Sciences at Harvard and then 
entered medical training at the Long Island College of Medicine, where he 
received his M. D. degree in 1935. He served internships at Brooklyn Jew- 
ish Hospital, Montefiore and Kingston Avenue hospitals, New York City, 
and the United States Marine Hospital, Stapleton, Staten Island. He held 
a psyehiatrie residency at the United States Public Heaith Service Hos- 
pital, Lexington, Ky., from 1940 to 1942. In 1942 and 1943, he did post- 
graduate work at the Illinois Neuropsychiatric Institute, the Institute of 
Neurology at Northwestern University Medical School, the University of 
Chicago, the Laboratory of Physiology at Yale University Medical School, 
the Rockefeller Institute for Medical Research, and the New York State 
Psychiatrie Institute. 

Dr. Wikler is certified in both neurology and psychiatry by the American 
Board of Psychiatry and Neurology. Since 1943 he has been clinical neu- 
rologist, eleetro-encephalographer and research neuropsychiatrist at the 
United States Publie Health Service Hospital, Lexington, Ky. He is a 
member of the American Psychiatrie Association and other professional 
societies. Dr. Wikler is the author of some 50 published scientific articles, 
mostly dealing with drug actions and addictions. 


M. LIETAERT PEERBOLTE, M. D. Dr. Peerbolte is in the private 
practice of psychoanalysis and psychiatry in The Hague, The Netherlands. 
Born in 1905, he was graduated from medical school in 1932 and is the 
author of numerous scientific articles—on sociological subjects as well as 
medical. He has been contributing to Dutch and English publications since 
1936, on subjects ranging from psychoanalysis to parapsychology. He has 
written previously for this QUARTERLY; and his present paper is the second 
printed in this publication on aspects of Nandor Fodor’s birth-trauma 
theory. 


JOHN Y. NOTKIN, M. D. Dr. Notkin received his M. D. degree from 
the University of Berne, Switzerland. He was trained in psychiatry in the 
New York State Department of Mental Hygiene. At present, he is assist- 
ant director (clinical) at Hudson River State Hospital. He has had a 
number of previous scientific publications in various psychiatrie periodi- 
cals, including this QUARTERLY. 
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NEW YORK ADOPTS ANIMAL RESEARCH LAW 


A law to permit the use of unlicensed, unwanted and unclaimed im- 
pounded animals for medical research was passed by the New York State 
legislature and signed by Governor Thomas E. Dewey on March 10, 1952. 
Under the new law the health commissioners of New York State and New 
York City may requisition, from pounds which are supported in whole or 
in part by municipalities, animals for approved laboratories for medical re- 
search. The new law was opposed vigorously by ‘‘anti-vivisection’’ groups 
and sympathizers but was passed by the Assembly 103 to 40 and by the 
Senate 34 to 18 after the governor had announced that he approved it. 
The animals for research are from those that were formerly killed by gas 
as unclaimed or unwanted. 

While the discussion of the bill was in progress, the National Heart In- 
stitute announced that research grants of federal support for scientific 
studies included approximately 170 cardiovascular projects involving the 
use of experimental animals. 

The National Society for Medical Research, its sponsoring societies and 
medical groups generally, supported a campaign which led to the emphatic 
approval ot the New York State research law this year, in contrast to 
failure of a similar bill last year. 

TS ee ee 
UNIVERSITY OF CALIFORNIA COURSE ANNOUNCED 

The postgraduate course in psychiatry and neurology offered by the 
University of California School of Medicine at the Langley-Porter Clinic, 
San Francisco, will be given for 10 weeks this year from August 25 through 
October 31. The course is designed for the advanced student, and aims 
to prepare psychiatrists and neurologists for the American Board of Psy- 
chiatry and Neurology examinations. 


—<$_—_—_—__ 


FIRST POSTWAR ARMY MENTAL HYGIENE CONFERENCES 

Chiefs of army mental hygiene consultation services and civilian psy- 
chiatrists attended the first postwar Army Conference of Chiefs of Mental 
Hygiene Consultation Services in Washington March 3 to March 8. Civil- 
ians present included Dr. William C. Menninger and Drs. Sol and Eli 
Ginsburg. Col. John M. Caldwell, M. C., chief of the surgeon general’s 
office, psychiatry and neurology consultants division, gave the opening 
and closing addresses at the conference and lectured on psychiatrie service 
in Korea. 
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ISAAC RAY LIBRARY IS DEDICATED 

The Isaac Ray Medical Library was dedicated and opened at Butler 
Hospital, Providence, R. 1., on March 5, 1952. Around a valuable nucleus 
of books on medical psychology from the libraries of Isaae Ray, M. D., 
G. Alder Blumer, M. D., and other former superintendents of Butler Hos- 
pital, it is hoped that an unusually good working collection will eventually 
be assembled—-totaling up to 10,000 volumes. So that the library will be 
equipped to meet more than local needs, it is planned to compile a union 
catalogue of holdings of other psychiatrie libraries in this country, making 
the library a research instrument for psychiatrists elsewhere. 

The project was conceived by Dr. Gregory Zilboorg, consultant in re- 
search and psychotherapy at Butler Hospital, and it has received support 
from the Aquinas Fund. Its new and attractive quarters were designed 
and built entirely by hospital personnel. At the dedication, Dr. Leo Barte- 
meier and Dr. Zilboorg were the principal speakers. 


ne | ooo 


DR. JOHN A. PRITCHARD IS DEAD AT 72 


John A. Pritchard, M. D., director of St. Lawrence (N. Y.) State Hos- 
pital from 1939 to 1950, died in Ogdensburg, N. Y., on Mareh 9, 1952, 
after a long illness. He died in Pritchard Pavilion, a building named in 
his honor, at the hospital. He was 72 years old. 

Dr. Pritchard, born in Brockville, Ontario, and a graduate of the medi- 
cal college of Queens University, Kingston, Ontario, had served the New 
York State Department of Mental Hygiene from 1903 until his retire- 
ment two years ago. Besides his achievements as a psychiatrist and hos- 
pital administrator, he had been for many years chairman of the standing 
committee on nursing of the bimonthly conference of the Mental Hygiene 
Department, and his influence is generally eredited with having been 
of great aid in developing the present high level of functioning of the New 
York mental hospital schools of nursing. 


———— 


PSYCHIATRIC ASSOCIATION TO MEET MAY 12-16 

The 108th annual meeting of the American Psychiatrie Association will 
be conducted at the Convention Hall, Atlantie City, N. J., May 12-16. 
1952. More than 100 scientific papers, together with films and exhibits, 
are expected to be presented. Non-members may attend the scientifie ses- 
sions. Dr. Leo H. Bartemeier of Detroit, association president, will call 
the meeting to order Monday morning, May 12; the scientifie program will 
start that afternoon and continte through Friday. Dr. D. Ewen Cameron 
of Montreal is president-elect. 








NEWS AND COMMENT 


MENTAL HOSPITAL CONFERENCE CONDUCTED 

The second annual Conference of Mental Hospital Administrators and 
Statisticians was conducted in Washington from February 25-27, 1952 to 
diseuss problems in the field of mental hospital statistics. The conference 
is sponsored by the National Institute of Mental Health, and members rep- 
resent 11 states. These states, comprising a model reporting area for 
mental hospital statistics, are Arkansas, California, Illinois, Louisiana, 
Michigan, Nebraska, New Jersey, New York, Ohio, Pennsylvania and Vir- 
ginia. The new Diagnostie and Statistical Manual of Mental Disorders, 
prepared by the committee on nomenclature and statistics of the American 
Psychiatrie Association, was discussed with the conference by the chair- 
man of the committee. 





MENTAL HEALTH ADMINISTRATIVE DIRECTOR NAMED 


Raymond F. Male of Princeton, N. J., has been named administrative 
director of The National Association for Mental Health, it is announced 
by Oren Root, president of the association. 

Mr. Male has been director of the division of personnel for the New Jer- 
sey Department of Institutions and Agencies, and recently has been direc- 
tor of personnel for the City of Philadelphia. 


A graduate of Union College and Princeton University, Mr. Male is 
best known in the mental health field for his establishment in 1947 of New 
Jersey’s pioneer psychiatric technician training program. 
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By 
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and 
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With Color Illustrations of the Rorschach Cards 
Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manual of the Rorschach method comprises the 
articles, ‘‘An Introduction to Rorschach Psychodiagnostics’’ 
by Dr. Brussel and Mr. Hitch, and ‘‘A Rorschach Com- 
pendium’’ by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
‘‘Rorschach Compendium’’ was written originally for the 
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greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 





A price increase from 50 cents for previous editions to 75 cents 
for the present one has been necessitated by the enlargement of 
the book, as well as by increased costs of book production. 
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